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Wilbert W. Lewis, Ed.D. 


Child Advocacy and 


Ecological Planning 


The nationwide child advocacy system recommended by the Joint 
Commission on Mental Health of Children cannot be implemented 


within the next several years. We can 
tion programs that will allow us to 

the role models and administrativ 
guarantee whatever services are nee gh 
borhood to experience normal, healthy development. The specific plan 


ded to allow all children in a nei 


, however, begin small demonstra- 


develop a conceptual framework, 


e structures that will be necessary to 


proposed here is based on a model of ecological planning and utilizes 


three sequential stages: ( 


1) crisis intervention; (2) outreach into the 


community; and (3) full child advocacy to implement that objective. 


The Joint Commission on Mental 
Health of Children has made as its major 
recommendation the development of an 
elaborate nationwide network of child ad- 
vocacy that will insure to every child what- 
ever services, programs and resources may 
be required to facilitate his normal de- 
velopment. It is a bold and innovative 
idea. ‘The structure of its implementa- 
tion would include agencies at the federal, 
state, community and neighborhood levels 
with a broad mandate to see that appropri- 
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ate health, mental health, educational and 
welfare services are available as needed in 
order to avoid or mitigate developmental 
problems of all kinds. The neighborhood 
Child Development Council would be the 
heart of the advocacy system. It would be 
responsible for monitoring the progress of 
each child in its jurisdiction, making re- 
ferrals to service agencies, evaluating the 
died ree DENN o 


The author wishes to express appreciation to the 
members of the Joint Planning Committee repre- 
senting the U.S. Office of Education and NIMH 
who have provided both stimulation and helpful 
feedback in evolving a plan for school-based child 
E This does not, of course, imply any 
endorsement of the idea by either agency. 
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effectiveness and availability of services, 
and introducing new programs as needed 
with Federal funds. While this aspiration 
is praiseworthy, such a massive program 
seems unlikely to be implemented for a 
number of reasons: 


(1) The financial resources required, esti- 
mates range from 5 to 8 billion dollars 
a year, do not reflect our current na- 
tional priorities for children’s programs 
relative to national defense, space, etc. 

(2) The policy of the present administration 
to move responsibility for planning and 
financing back to states and cities does 
not allow for the initiation of such a 
major new program by the federal gov- 
ernment within the next several years. 

(3) An important criticism of the Joint 
Commission recommendation is that it 
does not give sufficient emphasis to pro- 
grams for children who are already 
seriously disturbed and for whom in- 
sufficient treatment resources are avail- 
able. Many mental health professionals 
argue that this situation should be cor- 
rected before beginning preventive pro- 
grams. 

(4) We have at present no group of profes- 
sional persons with the kind of back- 
ground that would allow them to plan 
a nationwide child advocacy program; 
nor indeed have we even any conceptual 
framework to guide such planning. 

(5) Neighborhood Child Development Cen- 
ters would introduce still another insti- 
tutional form into communities that 
would have uncertain jurisdiction over, 
and compete for funds with, agencies 
already serving children, 


In spite of these problems the idea of 
child advocacy is appealing and deserves 
to be evaluated in careful demonstrations. 
There is, at present, no group that feels 
responsible for the welfare of all children 
in a neighborhood. Parents feel, and ex- 
hibit, a wide range of responsibility for 
their own children, Service agencies either 
make a judgment about the appropriate- 
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ness of a child for their services or are re- 
quired to restrict their attention based on 
criteria such as age or family income. A 
child, for example, who is expelled from 
school and who is not retarded enough for 
special education, not old enough for vo- 
cational rehabilitation, not delinquent 
enough for the juvenile courts, etc. may 
simply not be served, educationally or 
otherwise by existing community agencies. 
Or what is more deplorable, the com- 
munity may provide a terribly inappropri- 
ate service out of desperation, such as 
placement of a child needing residential 
care on a state hospital ward with psy- 
chotic adults because there is no other fa- 
cility available. 

How might we best begin to work toward 
programs of child advocacy, assuming that 
the beginnings must be modest, making use 
principally of resources already present in 
our communities, that we must attend to 
improving treatment as well as prevention, 
and that we must provide ourselves an op- 
portunity to learn before moving into com- 
munity-wide programs affecting the whole 
range of services for children? While no 
existing social institution, in its present 
form, is ideally suited to provide the co- 
ordinating and planning functions im- 
plied in the idea of child advocacy, the 
public elementary school may have great 
potential because of its location, the clear 
definition of a population of children it 
serves and by generally positive attitudes 
of citizens toward public education, Edu- 
cation would need to be redefined as total 
facilitation of children’s development from 
infancy on. While the school and its ad- 
vocacy system would not necessarily provide 
all of the services that children need, 
ranging from nutrition through treatment 
for seriously disturbed children, it could 
provide monitoring and coordination. 
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Developing Child Advocacy in a School 


The following is an outline of the way 
a program of child advocacy might be de- 
veloped in a single public elementary 
school. It assumes that there is already 
in the community a range of services for 
children that vary in quality and could be 
improved by coordination and consulta- 
tion. It also assumes that some needed 
services will be missing and that realistic 
assessment of what is needed can be made 
only by those who are intimately involved 
with obtaining services for children in 
that particular community. 

Three stages of development are en- 
visioned in making a gradual transition 
from presently available services for 
children to the full range of activities that 
would be encompassed by a school-based 
advocacy system concerned with the iden- 
tification of children's problems, with avail- 
ability of community resources and with 
correcting deficiencies in those resources. 
The three stages are: (1) Crisis interven- 
tion on behalf of children identified as de- 
viant by the school, mental health center, 
juvenile court and public welfare agency. 
The initial stage emphasizes effective utili- 
zation of treatment resources already avail- 
able in the community; (2) Outreach into 
the community to families, recreation pro- 
grams, pre-schools and other formal child- 
socialization programs with emphasis on 
early identification, prevention and initia- 
tion of new treatment resources identified 
as missing in stage one; (3) Child advo- 
cacy programs, including new services 
aimed at facilitating the normal develop- 
ment of all children in the community. 
While the activities of stages one and two 
will be continued, the emphasis in stage 
three is on intervention at the level of 
social systems serving children, both by 
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modification of existing systems and the 
addition of new ones as suggested by feed- 
back from earlier stages. No exact time- 
table is proposed, but for purposes of dis- 
cussion one might think of about two 
years for each of the first two stages, mov- 
ing into child advocacy programs only in 
the fifth or sixth year. 

The organization of such a program is 
probably beyond the current resources of 
most public schools. It may be necessary 
to develop a consortium of different types 
of social institutions; a public school, 
parents and citizen groups, a university 
with training and research resources, a 
mental health center, etc., depending on 
the particular array of resources in a com- 
munity. Membership in the consortium 
would imply a commitment of resources 
and personnel to the development of child 
advocacy appropriate for a particular com- 
munity, and membership might change 
from time to time as organizational goals 
changed. 


A Conceptual Framework 


A special problem in articulating the 
efforts of workers from the several profes- 
sional disciplines concerned with children 
is that of developing a common frame of 
reference. The language of mental health 
is concerned with deviant behavior and 
does not serve well in education. The 
language of education is concerned with 
typical development of perceptual and 
cognitive skills and does not serve well in 
social welfare, and so on. We need a 
broader conceptual framework to maximize 
the effectiveness of unique professional 
contributions and minimize confusion 
among collaborators who do not share a 
common background of training and ex- 
perience. 
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Education would need to be redefined as total facilitation of 
children's development from infancy on. 


A number of mental health and educa- 
tion programs have recently borrowed from 
field biology the concept of "ecosystem" as 
a way of conceptualizing about service 
programs for children. While the biologist 
is concerned about hydrological cycles, 
mineral cycles and energy transmission in 
an ecosystem, the social scientist is con- 
cerned with communication of attitudes, 
expectations, and evaluations among the 
members of the social systems to which an 
individual belongs. The idea has been 
especially helpful in thinking through pro- 
grams to provide service for emotionally 
disturbed children by suggesting more 
variable treatment strategies than are or- 
dinarily used and may be expanded to 
carry the larger burden of a conceptual 
framework for child advocacy. 

Typically, a child who is called emo- 
tionally disturbed has a rather long history 
of behaviors that depart in important ways 
from expectations held for him by the im- 
portant adults in his life who feel respon- 
sible for his socialization. Typically, too, 
he has been examined by a pediatrician, 
a school psychologist, or the staff of a men- 
tal health center or social work agency and 
they have confirmed the judgment that his 
behavior is significantly deviant, i.e., he is 
“emotionally disturbed”. It is at this point 
that one may choose to make an ecological 
analysis of the problem that will often 
have implications for more than one child- 
serving agency. 

We begin with the ecosystem to which a 
child belongs, which means the usual be- 
havior settings and significant people with 
whom he interacts on a regular basis. For 
most children this includes home, school, 
informal peer groups and sometimes more 
organized group activities such as a boys’ 


club or a community recreation center. As 
an abstraction, the ecosystem is difficult to 
define but for an individual child the 
definition is made simply by inquiring 
where and with whom he spends his time. 
In his natural behavior settings, parents, 
teachers, peers and others make judgments 
about how well he is meeting the expecta- 
tions held for his behavior. To the ex- 
tent that there are clear and continuing 
discrepancies in highly valued areas of be- 
havior, there is “discordance” in the eco- 
system. Discordance is usually expressed 
as too much or too little of some expected 
behavior: “He has an explosive temper, 
fights at the drop of a hat” (from a parent); 
"He's so restless, can't settle down to work 
on an assignment" (from a teacher); or 
“He picks on the little kids all the time" 
(from a peer). An ecological analysis con- 
siders each source of discordance as a pos- 
sible target for intervention, based on the 
general strategy of increasing the effective- 
ness of the whole ecosystem by solving a 
number of small problems, each of which 
alone might be considered of little conse- 
quence. Discordance may be reduced in 
two ways. First, of course, the child's 
competence in highly valued areas of be- 
havior may be increased so that he meets 
more of the expectations held for him. 
Second, the expectations held for him by 
important members of his ecosystem and 
opportunities for him to function effectively 
there may be modified by working directly 
in those behavior settings where problems 
usually occur to achieve a better match 
between the requirements of behavior set- 
ting and child behavior. 

The details of a program for a child 
based on such an analysis will be diverse 
and may call upon skills from a variety of 


MENTAL HYGIENE 


Child advocacy and ecological planning 


professional and non-professional back- 
grounds: training in perceptual-motor 
skills for a reading disability; supportive 
counseling for a mother with unrealistic 
academic expectations; a “big brother” re- 
lationship with an older student; instruc- 
tion for parents in behavior management; 
consultation with a teacher in using spe- 
cialized curriculum materials; help for a 
father in obtaining employment, etc., de- 
pending on the type of discordance iden- 
tified and its location in a child's ecosystem. 
The same framework might be employed 
in the initial stage of developing child ad- 
vocacy since it not only allows a variety 
of professional skills to be employed but 
also, since the goals identified are usually 
quite specific, allows evaluation of the suc- 
cess of the separate components of each at- 
tempt at intervention. 


Stage I: Crisis Intervention 


It is proposed that initiation of a child 
advocacy process begin with children who 
have already been identified as deviant by 
the four major community-wide systems 
with responsibility for children's socializa- 
tion, including re-socialization for children 
identified as socially maladjusted, emo- 
tionally disturbed, underachievers, delin- 
quent, etc. The systems are education, 
mental health, juvenile corrections and so- 
cial welfare. Fach has its own way of de- 
fining and responding to deviance in chil- 
dren but all are concerned with those who 
are not "making it" by failing to meet im- 
portant expectations regarding competence 

` and appropriateness of behavior. 

More specifically, the objectives of the 
crisis intervention stage are: (1) to identify 
children who are already in trouble; (2) 
to coordinate and follow up on existing 
services that are, or might be, provided to 


Vol. 54, No. 4, October 1970 


479 


such children; (3) to provide additional 
services that are needed but not currently 
available on a limited and temporary basis; 
(4) to evaluate the effectiveness of current 
services in order to plan for change in the 
delivery systems; and (5) to establish a child 
advocacy board. Briefly, the rationale for 
the initial stage is to increase the flow of 
information among the four systems in- 
volved in order to make maximum use of 
whatever resources are already there for 
children seen as needing help. There 
would be no new resources introduced in 
stage one except personnel to provide liai- 
son between the agencies concerned and the 
families and children being served. 

A serious problem exists in articulating 
the current patterns of service for children; 
there is much overlapping, time wasted in 
getting referrals to appropriate agencies, 
lack of information about available ser- 
vices, and children can be better served 
simply by making better use of programs 
already open to them. In the process of 
testing this hypothesis it is reasonable to 
suppose that real gaps in the array of ser- 
vices for children in a particular com- 
munity will be revealed, such as short-term 
residential facilities or diagnostic resources 
for school learning problems, and that 
these shortcomings will become targets for 
implementation in stages two and three. 

For professional staff in the crisis inter- 
vention stage the child development con- 
sultant (CDC) model seems most appro- 
priate. This is a new role being developed 


A child, for examples ecit)ex-- : 
pelled from school aid: who is not > 
retarded enough f cial edu- 


cation, not old enough for voca- 


Honal rehabilitation, not sie | d 
quent enough forthe juve IJ 
courts, efc. may simply nof bé. / 


served. ... \ Son oW 
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in five experimental training programs sup- 
ported by NIMH to train educators with a 
behavior science orientation to work with 
teachers and parents in identification and 
prevention of behavior and learning prob- 
lems, consultation on behavior manage- 
ment and educational programming, and 
coordination of various treatment resources 
in the community. 'The CDC usually has 
a background of experience and training 
in elementary education with additional 
graduate training in psychology and spe- 
cial education. The CDC training is not 
all-encompassing and the effective imple- 
mentation of the role requires carefully 
planned consultation with specialists from 
a variety of disciplines concerned with 
children. Such persons are now available, 
although not in large numbers, and could 
be recruited almost immediately as staff 
for the crisis intervention stage to initiate 
a child advocacy demonstration. It is an- 
ticipated that the number of CDCs assigned 
to a school will vary as a function of the 
size of the school and the characteristics of 
children served by it. As a maximum-mini- 
mum estimate, it is possible that a black, 
innercity school with a high density of 
problems and scarcity of services might re- 
quire a ratio of one CDC to every 100 
students enrolled. That is an educated 
guess based on an incidence level of 15 to 
20% and the supposition that each CDC 
may have to provide substantial direct ser- 
vice in the absence of adequate treatment 
facilities. In a suburban school with a 
much lower incidence of problems and a 
greater number of treatment resources a 
ratio of one CDC to 500 school children 
might be adequate. 

While the CDC staff may be physically 
located in the school, they should be ad- 
ministratively responsible to the consor- 
tium, including agencies such as a uni- 
versity department of special education, a 
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Current efforts to evaluate ac- 
tion programs are clumsy and im- 
precise, usually offering uncertain 
assessment of experimental pro- 
grams affer they have run their 
course. 


university division of child psychiatry, the 
city public school system, the mental health 
center, the county juvenile court, the 
county welfare department and parents and 
citizen groups, with a representative of 
each participating unit as a policy making 
child advocacy board. The CDC staff will 
be responsible to the child advocacy board 
for the coordinating and service functions 
and for calling attention to deficiencies in 
current service arrangements, During this 
stage the board will be primarily in an 
evaluative stance with regard to the ade- 
quacy of services for children rather than 
moving immediately to change or augment 
systems. It is to be expected, though, that 
individual members of the board may re- 
turn to colleagues in their agency with sug- 
gestions that result in modification of ser- 
vice delivery even during the initial stage. 
Training and research will be a major 
continuing concern of the child advocacy 
board. Even though trained CDCs are 
available, it is likely that experience will 
suggest different emphases in the training 
of new CDCs or the recruitment of different 
kinds of persons into the role. 
Evaluation, in part, will be informal, 
based on CDC staff reports of problems en- 
countered in working with individual chil- 
dren. Evaluation will also require the de- 
velopment of formal research procedures 
to document the impact, or lack of it, on 
children's lives of efforts to provide ex- 
periences that reduce deviance and enhance 
growth. Current efforts to evaluate action 
programs are clumsy and imprecise, usually 
offering uncertain assessment of experi- 
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mental programs after they have run their 
course. New techniques will need to be 
developed to indicate not only what a pro- 
gram has done but what it is now doing, 
to provide constructive feedback for 
greater effectiveness while it is still under 
way. 

Perhaps the most demanding task for the 
CDC staff and the child advocacy board 
during the crisis intervention stage is to 
plan for stage two: reaching out into the 
community to develop early identification 
and prevention programs. Reasoned judg- 
ments must be made regarding types of 
children and types of behavior settings that 
are related to high risk of deviant behavior 
in the particular community served. We 
have, and should use, general leads from 
prior research about both personal and 
environmental factors that contribute to 
deviance but the focus of stage one is on 
problematic relationships in one specific 
community and the pattern of organized 
programs required to solve those particular 
problems. 


Stage II: Outreach into the Community 


Stage one is concerned with effective 
mobilization of treatment resources for 
children already identified as deviant by 
the four principal child-socializing institu- 
tions in the community. Stage two main- 
tains that concern but broadens its focus 
to include other institutional forms that 
address themselves more to normal child 
development to begin the identification of 
high-risk children, including pre-schoolers, 
or high-risk behavior settings prior to the 
onset of serious deviance, and to begin pre- 
ventive programs designed to reduce devi- 
ance and enhance normal development. 
The systems to be included in stage two 
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can be less clearly specified than in stage 
one. Certainly families must be a central 
component in any effective effort to reduce 
the incidence of deviant behavior in chil- 
dren. The designation of other potent 
components must await assessment of the 
social dynamics of a particular neighbor- 
hood, but one would expect to find in- 
cluded church groups, pre-schools, day care 
centers, recreation programs, organized ath- 
letic programs, boys’ clubs, etc., and less 
formal, but regular, behavior settings such 
as street gangs or neighborhood play 
groups. The potential population for pre- 
ventive programs in the outreach stage is 
all the children residing in the area served 
by the elementary school, whether they are 
attending the school or not. 

The specific objectives of the outreach 
stage, in addition to continuing the crisis 
intervention programs, are: (1) to develop 
systematic “early warning” techniques for 
children who are not yet exhibiting serious 
deviance but who seem likely to do so based 
on the history of similar children or chil- 
dren in similar circumstances; (2) to initiate 
growth-producing programs for children so 
identified, such as special pre-school experi- 
ences or training for their parents; (3) to 
initiate treatment programs identified as 
missing in stage one; and (4) to continue to 
monitor and evaluate effectiveness of the 
various service components. Generally, the 
outreach stage is still focused on individual 
children, although in moving into preven- 
tive programming one would anticipate 
modest changes in, and additions to, the 
system of services to children such as tutor- 
ing programs in the school, weekend recrea- 
tion programs, etc. Perhaps the most radi- 
cal innovation in stage two is the aspiration 
of a single organization to make, and main- 
tain, sufficient contact with all children 
within a designated area to be able to make 
a judgment that a particular preventive 
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program is needed and to act on that judg- 
ment. 

The staff needed to implement the ob- 
jectives of the outreach stage are clearly 
of a different magnitude than for crisis 
intervention, where coordination and eval- 
uation of existing services is all that is re- 
quired. At least two new kinds of workers 
will need to be added. For convenience, 
one will be called a “home visitor", the 
other an “educational technician", The 
role of home visitor is critical in develop- 
ing techniques for early identification, 
monitoring the progress of children’s devel- 
opment, on-the-spot consultation to parents 


Without anticipating specific is- 
sues, it is safe to assume that 
vested interests and unconscious 
biases exist in all organizational 
arrangements serving children 
and will make change difficult. 


and other concerned adults in the commu- 
nity and feedback to the child advocacy 
board regarding effects of preventive efforts. 
He will work under the supervision of the 
CDC and, like the CDG, will have available 
consultation from specialists in mental 
health, education, social welfare, and cor- 
rections, The case load and responsibilities 
for home visitors will vary with the popula- 
tion served, and the resources already avail- 
able, such as public health nurses or day 
care centers, but a necessary condition for 
their effective functioning is that each home 
visitor have a clearly designated group of 
families for whom he feels responsible and 
acts as advocate in securing services, both 
remedial and preventive, 

While the home visitor is a generalist, 
concerned with the welfare of a number of 
families, the educational technician is a 
specialist in the application of a particular 
method of intervention that might be use- 
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ful at times for any of the children served 
by the advocacy system, “Educational” does 
not necessarily imply that he works only in 
the school although it would be convenient 
for the educational technician to have an 
area in the school set aside as a resource 
room in which much of his work with indi- 
vidual children might be done. The par- 
ticular roles and training required for the 
educational specialists must await assess- 
ment of problems, both of individual chil- 
dren and of behavior settings, during stage 
one, but it is reasonable to suppose that 
perceptual training, remedial reading, re- 
medial arithmetic, behavior management, 
functional analysis of social behavior, group 
dynamics, and parent education would be 
among the skills that should be represented 
in a group of educational technicians. Like 
the home visitors, the educational techni- 
cians will be supervised by CDC staff with 
consultation from a variety of specialists. 
The CDC is an educator with a behavior 
science orientation. The home visitor and 
educational technician need not be so 
extensively, or expensively, trained. The 
principal requirement of the home visitor 
is that he be able to establish and maintain 
rapport with the families assigned him. 
This may be as much a matter of personal 
qualities, including socioeconomic back- 
ground and race, as training, which sug- 
gests that home visitors should be recruited 
from the neighborhood in which they will 
serve. Initial training might be fairly brief 
and continued through supervision by the 
CDC. 'The educational technician needs 
to be knowledgeable in depth in a single, 
or a few, techniques of intervention. An 
intensive workshop experience might be 
sufficient in developing the level of skill 
required in an otherwise untrained person, 
or the initial assignments might be given 
to undergraduate students in education or 
Psychology, for practicum credit, in order 
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to assess the demands of the educational 
technician roles. With both the home 
visitor and the educational technician roles, 
thoughtful consideration needs to be given 
to the possibility of developing the "career 
ladder" progression of an income-pro- 
ducing job that is related to a degree or 
certificate-producing educational program 
for persons who might not otherwise move 
through academic requirements into tech- 
nical or professional positions. 

Research during the outreach stage will 
continue to focus on effectiveness of pro- 
grams but will be expanded to include 
some longitudinal studies of systems rather 
than individual children, Indicators such 
as number of school failures and exclusions, 
commitments to juvenile court, etc, will 
provide systematic feedback to the child 
advocacy board to help in planning stage 
three. 


Stage III: The Child Advocacy System 


The ultimate form of the child advocacy 
system cannot be described in detail since 
its specific components will emerge from 
evaluation and planning during the two 
earlier stages. It does seem likely that to 
the emphasis on treatment and prevention 
of behavior and learning problems will be 
added a concern with the structure of sys- 
tems that serve children. The crisis inter- 
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vention stage is designed to help children 
who need treatment get whatever is avail- 
able. 'The outreach stage is designed to 
increase the effectiveness of existing ser- 
vices and begin preventive programs with 
target groups such as parents or pre-school- 
ers. These two stages are person oriented, 
directed toward individuals or groups of 
children who have, or are likely to develop, 
problems. Stage three will examine the 
social systems serving children and ask, 
"How can these systems be modified, re- 
structured or augmented in order to reduce 
the need for treatment and prevention pro- 
grams?" At this time we may anticipate 
three general objectives for fully-developed 
child advocacy: (1) to identify characteris- 
tics of child-serving systems that contribute 
to deviant behavior; (2) to initiate change 
in systems so identified; and (3) to evaluate 
the effects of that change on children's be- 
havior. The task will be a complex one 
and assumes distinctly political overtones 
as one moves into the arena of institutional 
change. Without anticipating specific is- 
sues, it is safe to assume that vested interests 
and unconscious biases exist in all organiza- 
tional arrangements serving children and 
will make change difficult. The gradual 
movement from existing programs to child 
advocacy will be a test of the hypothesis 
that given sufficient information and con- 
cern we can make our institutional forms 
responsive to children's needs. 


Kay Tooley, Ph.D. 


Ethical Considerations in the ^Involuntary Commitment" 
of Children and in Psychological Testing 


as a Part of Legal Procedures 


Many of the precepts that guide mental health professionals in work- 
ing with children are questioned. The ethical problems that would 
bother one when working with adults are examined as they relate to 
children. The author urges all those whose decisions can influence the 
course of the child's life to be aware of their responsibilities. 


Explicit ethical standards usually evolve 
within a profession from the questioning of 
comfortable assumptions. This paper will 
consider some of the assumptions made in 
committing a child for inpatient care, a de- 
cision that requires explicit ethical safe- 
guards and the clear delineation of ethical 
procedures because most—but not all—chil- 
dren are "involuntary commitments." Child 
commitments rarely meet the rule-of-thumb 
legal standard for involuntary commitment 
of adults, namely that the patient present 
a clear hazard to himself or to the commu- 
nity. 

The legal profession has already defined 
some standards—work which is contained 
in the majority opinion prepared by Justice 
Fortas in the Gault decision, a review of a 
court case which could have resulted in the 
institutionalization of a fourteen-year-old 
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boy for six years for making an obscene 
phone call. Some of the parallels between 
juvenile justice and decisions for therapeu- 
tic hospitalization are striking. Fortas de- 
scribes the concepts underlying the rela- 
tively recent establishment of the juvenile 
court system: “The idea of ‘crime’ and 
‘punishment’ was to be abandoned. The 
child was to be ‘treated’ and ‘rehabilitated’ 
and the procedures from apprehension 
through institutionalization were to be 
‘clinical’ rather than punitive.” The state 
was proceeding as "parens patriae"—a 
phrase which Fortas notes was “a great help 
to those who sought to rationalize the ex- 
clusion of juveniles from the constitutional 
scheme.” The early conception of the juve- 
nile court proceeding was one in which “a 
fatherly judge touched the heart and con- 
science of the erring youth by talking over 
his problems . . .” Fortas acknowledges the 
benevolent motives of most juvenile judges 
and grants their good will and compassion, 
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but concludes that the unbridled discretion 
lodged in juvenile courts is a poor substitute 
for due process safeguards. (When one is re- 
minded that the heaviest sentence possible 
for an adult who makes an obscene phone 
call is two months in jail, the Gault boy 
seems indeed to have been treated to an ex- 
cess of “benevolence”.) 

Fortas takes issue with the rationale that 
friendly and informal courtroom proce- 
dures provide a natural beginning to reha- 
bilitative therapeutic process. He cites evi- 
dence that "the child feels enticed and 
deceived when friendly informal proce- 
dures lead to a disposition he regards as 
punitive and that far from being open to 
therapeutic change, he feels instead a de- 
spairing helplessness in the face of unchal- 
lengeable authority . . ." The opinion con- 
tinues: “The boy is committed to an 
institution where he may be restrained of 
liberty for years. It is of no constitutional 
consequence—and of limited practical 
meaning—that the institution to which he 
is committed is called an Industrial School. 
His world becomes 'a bulding with white- 
washed walls, regimented routine and in- 
stitutional hours . . .’ Instead of mother 
and father, sisters and brothers, friends and 
classmates, his world is peopled by guards, 
custodians, state employees, and delin- 
quents confined with him for anything 
from waywardness to rape and homicide.” 

When we turn from Fortas's exposition 
of his profession's "comfortable assump- 
tions" about rehabilitation to a considera- 
tion of our own profession's toward hos- 
pitalization, many parallels are apparent: 
benevolent motives, undeniable compassion 
for parent and child, a fairly detailed in- 
vestigation of home conditions and a serene 
sense that institutionalization will imple- 
ment therapeutic change. The purpose in 
considering the existence of attitude bias 
and blindspots about negative aspects of 
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hospitalization is to open the possibility that 


hospital admission committees might need 
some “due process” safeguards of their own 
in child commitment procedures. Like 
juvenile authorities, when we consider com- 
mitment of a child we are usually acting 
against his wishes but "for his own 
good". Parents are likely to vary greatly in 
their readiness to consider hospitalization— 
from great willingness resulting from weary 
exasperation or exhaustion to extreme re- 
luctance with only a minimal willingness to 
accept the evaluation of the "experts". 
Strangely enough, it is too often only the 
child who keeps in mind the fact that he 
will be living in a large institution and be 
cared for by strangers; that he will be re- 
moved from parents, brothers, sisters, pets 
and the rest of his own personal familiar 
life space. Since in many cases the profes- 
sionals who make such decisions work daily 
in such institutions and become familiar 
with them and their therapeutic intent and 
effect, they may forget their frightening and 
relatively impersonal aspects. In short, pro- 
fessionals making decisions to hospitalize 


— Eun numum n 
It should be remembered that all 
of us who work in therapeutic 
relationships with children are 
likely to share another comfort- 
able prejudice... that we can be 
much better parents to a dis- 
turbed child than his own parents 


could be. 
ae 


are highly likely to hold comfortable as- 
sumptions about the benevolent aspects of 
their own clinical settings. 

It should be remembered that all of us 
who work in therapeutic relationships with 
children are likely to share another com- 
fortable prejudice—unconsciously and con- 
sciously, ie. that we can be much better 
parents to a disturbed child than his own 
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parents could be. This is, of course, the 
common rescue fantasy which is likely to 
comprise a considerable segment of the ca- 
reer motivation of all who work with chil- 
dren no matter what the discipline. We 
ought to be alert to the possibility that it 
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pitalizing their child needs a representative 
of its own, someone who can systematically 
and knowledgeably review the case and ex- 
plore treatment alternatives—as the legal 
profession now provides counsel for the 
family, and in some cases for the child 


" ..unbridled discretion lodged in juvenile courts is a poor 
substitute for due process safeguards." 


might lead to a tendency to underestimate 
the traumatic impact of separation from 
home; or the hazard it presents to a child 
whose object relatedness may already be 
weak and diffuse. 

Professionals making a decision to hos- 
pitalize are often acting on the recommen- 
dation of a staff member who has conducted 
a diagnostic evaluation. He has already 
made his assessments about the need for 
removal from a pathogenic home. The ten- 
dency to rubberstamp his assessment is 
strongly reinforced by the prejudicial atti- 
tudes discussed above. Too often the only 
points still open to consideration are con- 
siderations about “bed space", training 
needs or the characteristics of the group al- 
ready residing in the ward or the cottages. 
The question about the rightness of this 
disposition for this child at this time may 
be too easily obscured or delegated to the 
intake worker. 

Perhaps ethically we ought to force our- 
selves in such circumstances to make pro- 
vision in our procedures both to take pre- 
cautions against our prejudices and to 
consider the preferences of the child and his 
parents, not only their needs. We too often 
set ourselves to “handle” parental resistance 
to the recommendation to hospitalize and 
must avoid a tendency to resort to tech- 
niques which verge on psychological black- 
mail in our efforts to do this. The family 
confronted with a recommendation for hos- 


against his parents, instead of relying 
on the benevolence of the juvenile officer. 
As with court procedures, such an alterna- 
tive is usually available to wealthy families 
and frequently utilized by them. It is mid- 
dle and lower class families who are de- 
pendent on institutional opinion alone. 

'To return to the Gault decision, Fortas 
notes that the court official representing 
the child's interests was also the probation 
officer and superintendent of the detention 
home, and he concludes that he cannot act 
as counsel for the child. “His role in the 
adjudicatory procedure, by statute and in 
fact is as arresting officer and witness against 
the child. Nor can the judge represent the 
child." He needs, Fortas concludes, counsel 
of his own. Is it forcing the comparison to 
suggest that psychiatric personnel request- 
ing inpatient hospitalization for a given 
child might be influenced in their decision 
by their other roles and functions in the 
hospital? Furthermore might they not be 
impeded in their future therapeutic effec- 
tiveness with the child by their role in the 
commitment procedures? 

If the juvenile needs the assistance of 
counsel “to cope with problems of law, to 
make skilled inquiry into the facts, to ascer- 
tain whether he has a defense and to pre- 
pare and submit it,” perhaps the prospec- 
tive inpatient child and his parents need an 
expert to consider and perhaps to defend 
the alternatives they might prefer. Those 
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of us who do our clinical work in residential 
settings would have difficulty in extricating 
ourselves emotionally and intellectually 
from our convictions about residential 
treatment in order to provide an objective 
consideration of alternative treatment 
plans. Community mental health centers, 
on the other hand, seem ideally qualified to 
serve this function. Their inclination to 
keep the child in his home if at all possible 
would provide a “counter-prejudice” to 
any tendency to consider hospitalization too 
casually. Residential treatment centers are 
few and far between and tend to draw 
referrals from a large geographic area. 
Community mental health centers, on the 
other hand, have much more complete 
knowledge of the community resources that 
might be mobilized for a given problem. 
They are, in summary, natural “defense 
counsels” who could knowledgeably review 
and present acceptable, or preferable, alter- 
natives to hospitalization and do much to 
make up for the present lack of procedural 
safeguards in child commitment procedures. 

The need for due process safeguards is 
also evident in the current trend toward the 
use of psychological testing to make life de- 
cisions in court cases involving children. A 
commonly occurring situation is one in 


—ŘŘŘ- 
This seems a shocking invasion of 
privacy and one that, again, is 
usually justified as being in the 
child's best interests. 


P 
which a lower-class family is charged with 
child neglect. The case comes to court; 
the children are made wards of the court 
and a psychiatric opinion is sought about 
the degree of psychological damage done 
so that a proper disposition—foster home, 
psychiatric setting—can be made. Into the 
hospital or clinic comes the “ward of the 
court”, usually accompanied by his 
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“worker” whom he met for the first time 
a few weeks before under distressing cir- 
cumstances. He has some sense that his 
mother, or his parents, are in trouble with 
the police. He is living in a Child Shelter 
and has probably been hauled from one 
forbidding building for a hearing to an- 
other for whatever purpose. Now he has 
been taken, to a hospital perhaps, to con- 
front still another strange adult. Most such 
children clearly and openly express pref- 
erence for being “neglected” at home to 
their current situation. 

The child cannot plead the Fifth Amend- 
ment and what he unwittingly reveals about 
himself will be used when the court is 
trying to decide what to do with him. This 
seems a shocking invasion of privacy and 
one that, again, is usually justified as being 
in the child's best interests. The terribly 
important question is: “How can we be so 
sure?” There is nothing in our own expe- 
rience or in our tools that would qualify 
us to judge the quality of his home or the 
pathology of its effect on him. Most psy- 
chologists have a limited experience with 
interpretation of the test performance of 
working class children—testing is an expen- 
sive, lengthy procedure. Since the examiner 
is likely to be a product of the middle class, 
he cannot draw on a pool of common expe- 
rience to implement empathic understand- 
ing. If the psychologist has a bias toward 
middle-class mores, his tests also have a very 
important bias; they are much more effi- 
cient in revealing pathology than they are 
in revealing compensatory Or adaptive re- 
actions to pathology—they reveal the viruses 
but not the immunological response.* 


*It can be argued that all test biases are really 
psychologist bias—our instruments have been de- 
veloped according to our own needs and preferences 
which has resulted in a heavy preponderance of 
syndrome research to the neglect of normative re- 
search, 
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The psychodiagnostician, then, examines 
his limited evidence with his limited expe- 
rience and finds from the testing that the 
child feels very deprived, feels that he is un- 
derprotected and much on his own in a 
hostile world, and, further, that the child 
has a reservoir of anti-social, anti-familial 
hostility and aggression. The psychodiag- 
nostician may well prognosticate a socio- 
pathic character adjustment if the child is 
not removed from the home—a recommen- 
dation received with varying degrees of 
seriousness by judges who are more aware 
then we psychologists tend to be of the 
biases of our instruments. It just could be 
that all lower class children would be seen 
in testing as feeling very deprived, under- 
protected and much on their own in a hos- 
tile world! The limitations of the tests and 
the examiner are not so much a problem 
when the tests are used only to investigate 
problem areas, typical defensive strategies 
and to help focus treatment plans. How- 
ever, psychological testing should never be 
used in isolation to determine if psycho- 
therapy or hospitalization is indicated for 
a given case. The bias of the tests can be 
corrected by the psychologists’ understand- 
ing of their (and his) limitations and if they 
are used in conjunction with many other 
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psychologist has a clear choice. He can 
make himself a specialist in testing lower- 
class children so that he can build a frame 
of reference, a set of internal norms for 
judging the degree of aberrance of his child 
subject's test performance. (This is mainly 
a problem with poor children. Neglect and 
abuse in more prosperous families comes 
more rarely and indirectly to the court's 
attention. Middle and upper middle class 
delinquents are more often assigned pro- 
bationary status and are able to secure psy- 
chiatric help on a private basis.) This would 
allow him to correct for his own middle- 
class bias and for the test's bias toward 
revealing pathology. In addition to this, 
he can refuse to allow himself to testify in 
disposition hearings as an "expert tester" 
only His opinion should be allowed to 
include interpretation of the test results 
in conjunction with the interrelation of test 
material with the current crisis in the child's 
life and the defensive-expressive style typi- 
cal of his socio-cultural background. For 
example, if a child is seen in testing as very 
frightened, severely depressed, withdrawn 
and nearly mute, this should not be pre- 
sented as data about the parent-child rela- 
tionship without also considering the fact 
that he has spent two weeks in a child shel- 


n 
Younger or less canny and experienced children reveal more 


than they would wish to. 


S 


kinds of information about a child. How- 
ever, the court rarely uses a psychologist as 
an interpreter of a wide variety of data— 
he is the “expert tester”, even though his 
expertise in this field in most cases is based 
solely on his experience with a pathological 
population; that is, in clinics and hospitals 
where his test subjects are already defined 
as patients by themselves, their families and 
by other staff members. It seems that the 


ter and hasn't seen family, friends or any- 
thing reassuringly familiar for that period 
of time. In evaluating the uncommunica- 
tiveness, the psychologist might school him- 
self in some of the sociologists’ findings 
about poor families—that the response of 
any child or adult from his socio-cultural 
milieu includes retreat to frightened silence 
in any contact with “the law.” 


If the psychologist has not filled the defi- 
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cit in his background by extensive study 
of typical projective test performance of 
working-class or minority groups, he should 
confine his function to post-hearing testing. 
When the decision has been made to place 
a child in a foster home or a psychiatric 
setting, he can ethically use his tests in the 
traditional way—to delineate problem areas 
and suggest effective means for focusing 
treatment approaches on them. It is com- 
monly suggested that psychological testing 
provides important information in making 
disposition decisions. I am suggesting that 
until we can be sure it is accurate informa- 
tion, free of socio-cultural bias and test bias, 
it is better withheld. 

The psychodiagnostician should consider 
carefully his frequently phrased reassurance 
to his child-subject—“We are going to do 
some tests that will help us to make the best 
plan for you.” Your “best plan” may be a 
very long psychological distance from his 
“best plan.” We have all no doubt had ex- 
perience with the child who senses just ex- 
actly that. If he is older and has had a 
longer association with public agencies, he 
can have a shrewd sense of what we are 
about. His TAT stories and other less am- 
biguous projective test responses indicate 
that his family never does anything but pray 
and go on picnics. Younger or less canny 
and experienced children reveal more than 
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they would wish to. Perhaps all such chil- 
dren ought to be warned about the uses to 
be made of testing in court. However, 
warning ought to in no degree diminish 
the psychologists ethical responsibility 
when he uses his tests to see what the child 
would not willingly show him, to report 
what would be confidential material if it 
were willingly and consciously reported by 
an adult in treatment, to an end which the 
child would resist strongly if he didn't have 
an accurate perception of his weakness and 
helplessness in this situation. 

The mental health professions are becom- 
ing more and more responsive to suggestions 
that they define their social responsibilities 
more broadly. It is important, however, 
that we do not develop social conscience 
at the expense of scientific or professional 
conscience—that we keep clearly in view the 
limitations of our methods, our training 
and our life experiences and limit accord- 
ingly both our claims to expertise and the 
responsibilities we undertake. 
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David Elkind, Ph.D. 


Exploitation and the 


Generational Conflict 


This paper elaborates the thesis that exploitation ( donating of im- 
plicit contracts) by parents and adults is often the issue on which the 
conflict between young people and adults is centered. The first section 
of the paper presents a general scheme of development of parent-child 
relations in terms of a series of implicit contracts and explicit agree- 
ments and bargains. The next section describes work with middle class 
delinquents which suggests that developmental exploitation (breaches of 
the contract by demands for age inappropriate behaviors) and egocentric 
exploitation (breaches of the contract by demands for excessive amounts 
of age appropriate behavior or uncompensated behaviors) are related 


to two phenomenologically different forms of delinquent behavior. 
In the third section of the paper it is suggested that some forms of 
exploitation of youth are institutionalized and that changes in the 
nature of institutionalized exploitation can help to explain, in part at 
least, the character of today’s youth revolt. 


The generational conflict between par- 
ents and their adolescent offspring is a big 
problem and one which can be studied 
from the standpoint of many different dis- 
ciplines including anthropology, sociology, 
psychiatry and social psychology. In the 
present paper, however, I propose to deal 
with the generational conflict from the 
perspective of developmental psychology, 
that is to say, from the position which sees 
parent-child interaction as evolving in a 
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sequence of stages that is related both to 
the age of the child and to the maturity 
of the parents, From this perspective, the 
generational conflict can be viewed as a 
stage in the process of self differentiation 
Whereby youth seeks to further emancipate 
itself from adult authority by attacking 
that authority directly. 

A conflict, however, never takes place in 
the abstract and always occurs in the con- 
text of particular issues. In this paper I 
Want to suggest that a major source of 
issues for the generational conflict lies in 
the real or imagined violations of implicit 
contractual arrangements between parents 
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and their children. When parents violate 
such a contract their offspring usually 
interpret this breach as stemming from 
selfish motives on the part of the adults 
and hence experience violations as exploi- 
tation. It is this feeling of exploitation, or 
so it appears to me, which is one of the 
prime foci of the generational conflict 
whether it manifests itself individually in 
parent child quarrels and more dramati- 
cally in delinquent acting out or collec- 
tively in such movements as the student 
revolt. 

To make this proposition concrete, I 
propose, in the first section of this paper 
to describe the development of parent child 
contracts in general and the major clauses 
of those contracts in particular. Then, in 
the following sections, I want to try and 
show how violations of these contracts can 
be related to two different manifestations 
of the generational conflict, namely, middle 
class delinquency and the student revolt. 
It is perhaps well to emphasize at this 
point that I am not arguing that the viola- 
tion of contractual agreements is necessary 
and sufficient to explain the generational 
conflict. Far from it. What I am saying 
is that in Western society such violations 
have provided youth with at least some of 
the issues upon which to base their struggle 
for independence. 


The Development of Parent-Child 
nteractions 

One way in which the development of 
parent-child relations can be viewed is 
from the standpoint of the kinds of give 
and take arrangements that are explicitly 
or implicitly operative at all levels of de- 
velopment. At least three types of arrange- 
ments can be distinguished; the bargain, 
the agreement and the contract. Each of 
these types of arrangement needs to be 
dealt with in a little more detail. 
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The simplest and most temporary par- 
ent-child arrangement is the bargain. In 
the bargaining arrangement, the parent 
offers the child some reward or withholds 
some punishment in return for a particular 
behavior on the part of the child. To 
illustrate, when the parent offers the child 
a piece of candy if he will go to bed, this 
constitutes a bargain, a sort of one shot 
arrangement. A child, at least a middle- 
class child, soon learns to initiate his own 
bargains at a fairly early age. A child 
initiated bargain is illustrated by the fol- 
lowing remark, “I'll get undressed and 
brush my teeth if I can stay up and watch 
The Flying Nun.” Bargains change in 
their content as the child grows older, but 
continue to be viable means of socialization 
and inter-familial interaction. 

A somewhat more complex, and more 
long lasting, arrangement is the agreement. 
In the agreement arrangement, the parents 
and child agree to abide by certain rules 
over an indefinite period of time. Agree- 
ments with young children often involve 
the threat of punishment, “If you hit your 
little brother again you will have to go to 
your room and miss the cartoons.” which 
can be translated as, “If you agree to leave 
your little brother alone we agree to let 
you watch the cartoons.” Like bargains, 
agreements change in their content as the 
child grows older but are present at all 
age stages of parent child interaction, In 
addition, whereas bargains appear to pre- 
dominate at the pre-school levels, there- 
after, agreements appear to become increas- 
ingly more prominent. 

The most complex and least explicit par- 
ent child arrangement is the contract. A 
parent-child contract consists in the un- 
spoken demands made by parents and child 
upon one another and which determine 
their mutual expectations. It is the se- 
quence of parent-child contracts which 
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Because contracts are mostly im- 
plicit and are seldom verbalized 
directly, their existence often 
comes fo the surface only in the 
breach. 


most clearly reveals the developmental na- 
ture of parent child relations. Because 
contracts are mostly implicit and are seldom 
verbalized directly, their existence often 
comes to the surface only in the breach. 
The mother, for example, who says, “Look 
how they treat me after I worked and 
slaved for them," reveals her belief in an 
implicit contract as does the remark of 
an adolescent, “No matter how much I 
do around the house, it is never enough." 

'The contracts written during the major 
periods of growth; infancy, pre-school, 
childhood proper and adolescence, all have 
particular contents characteristic of that 
epoch. In addition, the contracts at what- 
ever age level also appear to have at least 
three invariant clauses—compensatory de- 
mands between parents and child. These 
clauses are; the  responsibility-freedom 
clause, the achievement-support clause and 
the loyalty-commitment clause. In the 
following paragraphs the content of these 
clauses at different age levels will be briefly 
described. 

During each of the four major growth 
periods, the parents demand that the child 
accept particular responsibilities while the 
child contracts for complementary free- 
doms. Parents generally require very little 
in the way of responsibility of an infant 
and the infant, in turn, asks for little in 
the way of freedom. During the pre- 
school period, however, parents begin to 
demand that the child take responsibility 
for feeding and dressing himself, for bowel 
and bladder control and to a certain de- 
gree for emotional behavior. Children on 
their side, ask for some of the freedoms 
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made possible by their new mobility and 
motor control. They demand free access 
to the various rooms of the house, for cross- 
ing the street, and to handle tools and 
mechanical devices. In childhood, the re- 
sponsibilities required of children become 
even more diverse and they are asked to 
look after their clothing, their rooms and 
their younger siblings. Children in their 
turn, demand new freedoms in the way of 
staying away from home for longer periods 
and for going further away from home. 
Again in adolescence, the contract is once 
more rewritten as parents request that 
young people take responsibility in the 
areas of sex, money and cars and as the 
teenager asks for new freedoms in the way 
of late hours, dress and friendships. 

A similar developmental course is taken 
with respect to achievement and support. 
Parents demand little of the infant in the 
way of achievement other than that he walk 
and talk at the usual ages. The infant de- 
mands some emotional support for these 
achievements but such skills are largely 
self reinforcing. During the pre-school 
period, however, parents begin to make de- 
mands for achievement in the way of bowel 
and bladder control, linguistic prowess and 
social behavior. For his part, the child 
asks that the parent praise his accomplish- 
ments and devote time to supervising and 
instructing him. As the child enters school, 
parental demands for achievement come to 
center upon the three major areas of aca- 
demic performance, athletic skill, and so- 
cial popularity. In return children make 
complementary demands for material, in- 
tellectual and emotional support for their 
activities. During adolescence, parents in- 
tensify their demands in these areas and 
young people correspondingly escalate their 
requests for material, emotional and intel- 
lectual support. Parents of adolescents are 
sometimes fooled, by the prominent mone- 
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tary demands of this age group, into be- 
lieving that their offspring are no longer 
interested in the more psychological forms 
of support. This is not in fact the case 
and psychological support from parents is 
perhaps more necessary during adolescence 
than at any other time. 

Finally, in the area of loyalty and com- 
mitment, a developmental progression is 
equally discernible. Parents usually de- 
mand little from the infant in the way 
of loyalty other than that he respond to 
them positively and with affection. Like- 
wise, the infant appears only to request 
that the parents be committed to their care 
taking function. As the child grows older 
the loyalty commitment clause begins to 
shift its focus. During the pre-school 
period parents demand that the child main- 
tain his loyalty and affection for them in 
the face of his exposure to new adults such 
as nursery school teachers and baby sitters. 
The child, in turn, asks that parents main- 
tain their commitment to him as new chil- 


In adolescence . . . parents ask 
loyalty to their beliefs and values 
while the young person demands 
that parents be committed to the 
beliefs and values which they 
espouse. 


dren are born into the family and as he 
makes new and greater demands upon their 
time and energies. Once the child enters 
school, parents generally require that loyal- 
ties to his family supersede his loyalties 
to the teacher and peer group. On his 
part, the child demands that parents give 
evidence of their commitment to him pri- 
marily in terms of the amount of time and 
interest they devote to his endeavors. In 
adolescence, this loyalty commitment clause 
takes on a still another coloration as pat 
ents ask loyalty to their beliefs and values 
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while the young person demands that par- 
ents be committed to the beliefs and values 
which they espouse. 

This all too brief sketch of the develop- 
ment of parent-child contracts may, none- 
theless, suffice to illustrate both the age re- 
lated character of these contracts and the 
pervasiveness of the clauses regarding re- 
sponsibility-freedom, achievement-support 
and loyalty and commitment. Obviously 
this is a normative schema which holds 
primarily for intact, middle class families 
in America. While I believe that parent- 
child contracts are written in families at 
all socioeconomic levels and in all cultures, 
the nature of the contracts and the in- 
variant clauses they entail will necessarily 
vary in importance, if not in kind, for boys 
and girls and for different socioeconomic 
and cultural groups. 


Contracts and Delinquency 


As I suggested earlier, our knowledge of 
parent-child contracts often comes from 
those cases in which the arrangements have 
gone awry rather than from the cases in 
which the contracts have been honored. 
As so often happens, the exceptions illumi- 
nate the rule. My own awareness of the 
importance of parent child contracts come 
from my work with middle class delin- 
quents? In that paper, I discused the 
role of contractual violations in the pro- 
duction of delinquent behavior. My aim 
here is not to recapitulate that discussion 
but rather to expand it and to differentiate 
between two different ways in which par- 
ents can exploit children and to describe 
the different patterns of delinquent be- 
havior which seem to result. 

When a parent ignores the contractual 
obligations imposed by the child's age and 
demands behaviors which are either above 
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or below the child's actual level of matu- 
rity we can speak of developmental exploi- 
tation. Parents, for example, who over- 
protect their children have in effect not 
only demanded inappropriate behaviors 
but have also offered inappropriate free- 
doms, supports and commitments. Con- 
trariwise, parents who provide freedoms, 
support and commitments which are too 
advanced for the child’s level of responsi- 
bility, achievement and loyalty have also 
failed to meet their contractual obligations 
and engaged in developmental exploita- 
tion. In such cases the parents are often 
too rigid or too anxious to flexibly adapt 
their behavior and expectations to the 
child’s constantly changing powers and 
abilities. It is, therefore, the parents’ in- 
ability to cope with their child’s growth 
that lies behind their attempts to unduly 
impede or accelerate his development. 

Exploitation, however, can also occur 
when the reciprocal demands of parent and 
child are appropriate to the child’s age 
level. In such cases the exploitation results 
from a quantitative rather than qualitative 
violation of the contract and which might 
be called egocentric exploitation. We en- 
counter egocentric exploitation when the 
responsibilities, achievements and loyalties 
required of children are appropriate for 
their age level but are requested in excess 
of what is reasonable or are demanded 
when the parent fails to provide the com- 
plementary freedoms, supports and com- 
mitments. Such exploitation is egocentric 
because in these cases the parent sees his 
own needs and problems as more impor- 
tant than those of his children, 

In my work with middle class delin- 
quents I have observed what appears to be 
a reasonably close relationship between de- 
velopmental and egocentric exploitation 
and two phenomenologically different vari- 
eties of delinquent behavior. Among mid- 
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dle class adolescents who get into trouble 
with the law are those who are clearly 
emotionally disturbed and have internal- 
ized conflicts of long standing. On a purely 
descriptive level, these youngsters usually 
engage in delinquent behavior alone or 
with someone appreciably older or younger 
than they are. The act itself is frequently 
symbolic and bizarre (shooting up a school, 
molesting young girls and so on). Young 
people of this kind tend to be authority 
rather than peer oriented in their moral 
and social judgment and are, moreover, 
generally immature in their interests and 
choice of companions. In cases of this sort 
I have frequently found a history of de- 
velopmental exploitation on the part of 
the parents wherein either the mother or 
father, and not infrequently both, treat the 
child as younger or older than his true level 
of maturity. 

In contrast to such neurotic youngsters in 
whom unconscious feelings of exploitation 
sometimes find expression in illegal acts, 
is a much larger group of young people in 
whom the feeling of exploitation is quite 
conscious and clearly tied to parental be- 
havior. Phenomenologically speaking, such 
adolescents are quite easy to distinguish 
from the neurotic youths, First of all, they 
usually get into trouble as a member of 
a group and seldom do so while acting 
alone. Their delinquent actions are, more- 
over, of the more or less conventional vari- 
ety in the sense that they steal cars, become 
truant, act out sexually, or run away from 
home. They are, in addition, peer rather 
than authority oriented which is to say that 
they will not, for example, tell on friends 
whom they see engage in delinquent actions, 
and respect peer ethics and standards rather 
than abstract adult value systems. Such 
young people, generally have interests and 
friends appropriate to their age level. 
Again, in many of the cases of this sort 
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which I have seen, the pattern of parental 
exploitation has been of the egocentric 
rather than of the growth variety. Parents 
of “socialized” adolescents are found either 
to be demanding behavior in excess of 
what is reasonable or, on the contrary, to 
be remiss in fulfilling their part of the 
parent-child contract. 

In summary, then, clinical experience 
suggests that the way in which parents ex- 
ploit children, either developmentally (by 
demanding behaviors inappropriate to the 
child's age level) or egocentrically (by de- 
manding excessive or uncompensated 
amounts of age appropriate behaviors) is 
related to two different varieties of delin- 
quent acting out behavior. This is, to be 
sure, a relatively gross observation and we 
need to find ways of measuring these differ- 
ent patterns of parental exploitation and 
of relating them systematically to our diag- 
nostic categories of adolescents who become 
delinquent. 


Exploitation and the Youth Revolt 


In the preceding section it was argued 
that parental exploitation on the part of 
individual parents could lead to delinquent 
behavior by their offspring. Exploitation 
is, however, not always an individual mat- 
ter and some forms of exploitation are 
widespread and are fostered by the socio- 
economic conditions prevalent at the time. 
There are, in other words, likely to be 
institutionalized forms of parental exploi- 
tation in the sense that most parents will 
engage in it, not because of individual 
quirks of personality but rather because 
such exploitation is considered socially ap- 
propriate and is socially sanctioned. 

Before the passage of child labor laws, 
for example, developmental exploitation 
was socially sanctioned and children were 
expected to work as hard and for as long 
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hours as were adults. In recent years, in- 
stitutionalized developmental exploitation 
has moved to the other extreme and society 
today tries to keep youth out of the labor 
market long after it is capable of produc- 
tive work. Egocentric forms of exploitation 
have also become institutionalized at cer- 
tain periods in history and such institution- 
alization has frequently emphasized one or 
another of the clauses of the parent child 
contract. In earlier decades of this cen- 
tury, for example, parents demanded con- 
siderable responsibility on the part of their 
children who were expected to help on the 
farm or in the family business or to be 
wage earners who contributed to the family 
income. Young people were not, however, 
granted the corresponding freedoms and 
had to fight parental prohibitions against 
living alone or befriending whomever they 
wished. This imbalance in the responsi- 
bility-freedom clause is still very much an 
issue in the generational conflict in the 
smaller towns of the Midwest and South 
today. A carryover of this form of 
institutionalized exploitation is the fact 
that the draft age is 18 while the voting age 
is 21*. It is a nice example of how society 
can demand responsibility without provid- 
ing the corresponding reciprocal freedom. 

In the urban areas of the Northeast and 
Far West, however, the focus of institution- 
alized egocentric exploitation no longer 
centers upon the issue of freedom-responsi- 
bility. Freedom for adolescents in the sub- 
urbs and cities is hardly a sore point today 
when owning cars, keeping late hours and 
taking overnight trips is generally accepted 
as part of the youth culture. Nor are 
— as concerned about 


* The voting age has 
was written. The 
is still to be 
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knowledgeability of modern young people 
in matters of sex and contraception, how- 
ever, which has made responsibility less of 
an issue. Rather it is the general sophis- 
tication of youth today which is often 
greater than that of their parents and which 
often makes parents embarrassed to impose 
restrictions. 

If responsibility and freedom are no 
longer a point of contention between par- 


Behind the demand for student 
power, and the turning on and 
tuning ouf, lies youth's resent- 
ment at an adult society that has 
been looking out for itself and 
which has forsaken youth's future 
for its own immediate good. 


ents and adolescents the loyalty-commit- 
ment clause of their contract most certainly 
is. What young people feel today is that 
adult society has not lived up to its obliga- 
tions to youth and consequently they feel 
no reciprocal need to be loyal to the values 
and beliefs of that society. Youth sees this 
lack of commitment all about it: in the 
form of a war fought more for pride than 
for justice and at the expense of youth; in 
the credibility gap; in the revelation of 
the extent of social and racial injustice; 
in the pollution of the air and waterways 
and in the disgrace of our cities. Behind 
the demand for student power, and the 
turning on and tuning out, lies youth's re- 
sentment at an adult society that has been 
looking out for itself and which has for- 
saken youth's future for its own immediate 
good. 

This shift in the major issue of genera- 
tional conflict in a large segment of middle 
class society may also help account for the 
Douvan and Adelson! finding that the 
angry battles between parents and youth 
which occurred in earlier decades is much 


DAVID ELKIND 


less prevalent today. This change in the 
overtness of the parental child conflict 
makes a certain kind of sense if we assume 
that in earlier decades freedom-responsi- 
bility was the issue whereas currently it is 
on the grounds of loyalty and commitment. 
When youth fights for additional freedoms, 
the goals are specific and concrete and both 
victory and defeat are clear cut. Not so 
when the issue is loyalty and commitment. 
Parental granting of freedoms is a relatively 
easy affair compared to an alteration of 
their commitment to youth. Young people 
know this. "They are aware that demand- 
ing that their parents take a stand can never 
succeed and is a senseless battle. 

It is in the context of this sense of futil- 
ity in battling parents that I think many 
of the group youth revolts, which are both 
direct and indirect reactions to authority in 
general, must be understood. 

To be sure, youths' charges against adults 
contain a certain amount of exaggeration 
and distortion. Youths’ charge, for exam- 
ple, that adults are materialistic in their 
values lacks perspective. For the most part 
middle class youth of today have grown 
up in relative affluence and the concerns 
about getting a good job and making a 
good living which motivated their upward 
striving parents seem foreign and a little 
despicable to the children. Young people 
today take it for granted that they can get 
a good job and make a good living and 
cannot conceive of their parents’ anxieties 
in this area, Likewise, youths’ belief in 
the lack of adult commitment to future 
generations is probably not the whole truth. 
In many cases it is probably more true that 
values have undergone such rapid change 
in the last twenty years, as far as young 
people are concerned, that many parents 
don't really know where they stand on 
many moral and social issues, They can- 
not continue to abide by the values accord- 
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ing to which they were reared nor can they 
really accept the new value system. Youth 
mistakenly interprets this vacillation as a 
lack of concern with their welfare and 
translates a genuine "I don't know" into 
“I don't care." In fact, however, it is often 
because parents do care that they have tried 
to avoid imposing outdated demands upon 
their children. 

In summary then, the issue which seems 
to stand at the forefront of today's insti- 
tutionalized generational conflict centers 
around the loyalty-commitment clause of 
the youth society contract. Whereas youth 
has always been critical of adults for not 
really being committed to, or living accord- 
ing to, the values and beliefs they espouse, 
what is new today is youth's feeling that 
adult society has no real commitment to 
youth and to forthcoming generations. 
Hence youth will no longer trust adults to 
determine their future and want to take 


part in the planning of their education 
and in the direction of government. As 
always youth has gone to the heart of the 
weakness in adult society. Since, however, 
the generational conflict is a growth process 
in which both youth and adults participate 
it can be a healthy force for change in the 
society at large as well as a mechanism of 
growth for youth. And, if adults feel har- 
ried and under attack by youth, they can 
take consolation in the fact that the cur- 
rent protagonists of the generational con- 
flict will one day feel perhaps even more 
venomous barbs from the verbal onslaughts 
of their own offspring. 
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Hospitalizing the Young: 
Is It For Their Own Good? 


The authors question the advisability of hospitalization for children 
and adolescents, arguing that their admission for treatment may have 
long term deleterious effects on them. Among these are the stigma 
attached to hospitalization, the impact on self-concept, reduced vw 
tunities for future self-determination and the possibility of diminished 
social competence. Juveniles should not be denied hospitalization for 
treatment when indicated, but this action should only be taken after 


careful deliberation of all the consequences. 


Admission to inpatient status of children 
and adolescents has increased sharply in 
recent years. It has been estimated that 
resident patient populations are expected 
to decrease for the population 25 years and 
over, but increase by sizable amounts in 
the age groups under 15 years and 15-24 
years. There were more than 5,000 chil- 
dren and adolescents under age 15 in state 
and county mental hospitals in 1963, and 
it is estimated this will increase to over 
13,000 by 1973.* 

Children and adolescents are admitted 
to state hospitals through a mutual selec- 
tive process involving a sponsoring com- 


The authors are with the Bureau of Mental 
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munity agent and the hospital authorities. 
It is understandable that there is sometimes 
misapprehension and disagreement about 
some fundamental issue such as the pur- 
poses of child-adolescent units in state hos- 
pitals, mental health needs of children, the 
nature of childhood psychopathology, and 
what constitutes treatment or remediation. 
Differences of opinion about legitimate 
uses of state hospitals also exist, Some be- 
lieve that using an adolescent ward as a 
detention facility is a lesser evil than hous- 
ing a juvenile in a county jail. Temporary 
or short term hospitalization is considered 
appropriate to provide a respite for the 
family during a period of crisis until ten- 
sions diminish. ‘There is also a question 
about the extent to which juveniles are 
admitted to a state hospital on the basis 
of a positive choice rather than by default.! 
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Miller and Kenney conducted a study of 
adolescents admitted over a period of three 
years to the inpatient service of a psychiat- 
ric hospital, with the focus on the relevance 
of psychiatric services. An examination 
of their population revealed they could di- 
vide their admissions into two broad group- 
ings based on reasons for admission and 
psychiatric status. The larger group was 
referred for delinquent behaviors or as 
being at odds or in difficulty with the com- 
munity. These adolescents were not seen 
as requiring or benefiting from psychiatric 
intervention, at least in an inpatient hos- 
pital setting. The non-delinquent group, 
whose admission to the hospital was judged 
as appropriate, were “referred on a mark- 
edly different basis, with specific descrip- 
tions of symptoms and usually without a 
sense of urgency on the part of the source." 8 
Increased admissions of adolescents were 
seen as stemming from a lack of under- 
standing about what psychiatry could and 
could not do, unrealistic expectations of 
the community, and the failure to differen- 
tiate social from psychiatric problems. 

It is not the view or intent of the authors 
of this paper that children and adolescents 
who should be hospitalized, and can bene- 
fit from hospitalization, be denied such care 
and treatment. However the position 
taken here is that the hospitalization of 
juveniles ought to be viewed as a momen- 
tous event, one with much potential for 
harm, and one not to be undertaken casu- 
ally or lightly. "Those with the authority 
to admit, should carefully consider the pos- 
sible disadvantages and dangers of admit- 
ting juveniles to psychiatric hospitals, and 
weigh short term advantages against the 
possible lifelong consequences of hospital- 
ization. 

The chief dangers of hospitalization of 
children and adolescents are the develop- 
ment of a negative self-concept, reduced 
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social competence and coping skills out- 
side the institution and, most importantly, 
falling victim to social stigma and its cor- 
relates of rejection and reduced opportu- 
nities for self-determination. 

For more than a decade there have been 
attempts to carefully document social de- 
terioration associated with hospitalization. 
The general thesis is that much of the 
deviant behavior of chronically institution- 
alized patients develops subsequent to hos- 
pitalization. While Gruenberg has pointed 
out that the development of what is called 
the social breakdown syndrome is first 
manifested prior to, and is a common justi- 
fication for hospitalization, the progressive 
development of chronicity is independent 
of any particular mental disorder* The 
term ‘institutional neuroses’ is another con- 
cept that has been used to characterize the 
behavioral and mental changes that may 
result from institutional life? The notion 
is that the very circumstance of institu- 
tional living, especially the quality of re- 
lationships among patients, and between 


One has good reason to sus ect 
that the term "voluntary admis- 
sion" is an ironic semantic ploy 
since it is not likely that the juve- 
nile is doing the volunteering. 


patients and staff, leads to deterioration 
of social functioning which furnishes 
further reason to maintain a person in the 
hospital. 

In a study of retardates, Cain and Levine 
compared the effects of a community with 
institutional school programs on trainable 
mentally retarded children. They found 
that children in the community improved 
while institutionalized children decreased 
in social competence. The quality and 
kinds of behavior that institutionalized 
children may develop are not in keeping 
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Rejection by society is fre- 
quently cited as the major nega- 
tive side effect of hospitalization 
in a mental hospital. 


with the modes of social skills and interac- 
tions required in community life. 'The 
extent that these concepts apply would, of 
course, be related to the length of hospital- 
ization, and is probably not a danger for 
short periods of inpatient care. 

Rejection by society is frequently cited 
as the major negative side effect of hos- 
pitalization in a mental institution. Kene- 
fick has put it this way: “To call a per- 
son a 'deliquent' or a ‘schizophrenic’ is to 
set in motion usually a number of wheels 
and millstones which can as easily grind 
the patient as the 'disease' itself, even if 
the only person who 'knows' the diagnosis 
is a therapist. . . . More perniciously, in 
a larger context, it may involve social proc- 
esses that have evolved to deal with ‘im- 
possible cases’... : and these, at best, then 
add to the original diagnostic terms of 
even more crushing social meaning, such 
as ‘ex-con,’ ‘former patients, and so on.” * 
In an opinion of the Supreme Court of 
Wisconsin concerning the rights of a juve- 
nile on a finding of mental illness, the 
point was made that “Despite protestations 
to the contrary, the adjudication of delin- 
quency carries with it a social stigma. This 
court can take a judicial notice that in 
common parlance ‘juvenile delinquent’ is 
a term of opprobrium, and is not society's 
accolade bestowed on the successfully re- 
habilitated.” 1? Similarly, children and ado- 
lescents who were formerly mental patients 
may well become the objects of fear, dis- 
trust and suspicion. 

The proposition that the very act of 
labeling a person sets them forth on a 
career of mental illness has been made by, 
among other sociologists, Scheff. He 
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argues that the major consideration is not 
the quality of the behavior of the indi- 
vidual, but rather that the act of labeling 
a person mentally ill establishes the basis 
for the fulfillment of what the label 
implies. 

The powerful role that a label plays, 
apart from particular behaviors of people, 
has also been pointed out by Phillips.® 
He examined the effects of seeking help 
for problems of disturbed behavior “to 
determine the extent to which attitudes 
toward an individual exhibiting symptoms 
of mental illness are predicated on knowl- 
ledge of the particular help source that the 
individual is consulting.” He discovered 
that individuals described as exhibiting 
identical behaviors are increasingly rejected 
if they are described as utilizing no help, 
utilizing a clergyman, a physician, a psy- 
chiatrist, or a mental hospital. 


. .. much of the deviant behavior 
of chronically  institutionalized 
patients develops subsequent to 
hospitalization. 


In a review of empirical research cover- 
ing the past two decades of attitudes to- 
ward mental patients conducted under the 
auspices of the Wisconsin Association for 
Mental Health, Johannsen 5 confirmed that 
being known as a mental patient carries a 
serious stigma. “The over-all view is grim; 
and the mental patient, usually defined as 
someone who has had some contact with 
a mental hospital, is treated with fear, dis- 
trust, and dislike. Only a little distinction 
is made between a neurotic and psychotic 
person." When the mental patient label 
is not imposed, society is likely to be toler- 
ant of a great deal more aberrant behavior, 
often regarding symptoms as mere signs of 
eccentricity which confirms Scheff's view 
that the label mentally ill has greater im- 
pact than one's actual behaviors. 
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He also confirms that society is quite 
tolerant of deviant behavior as long as it 
is not labeled a manifestation of mental 
illness. And in support of Phillips' finding 
he reports "there is noticeably less stigma 
attached to having been in psychiatric 
treatment than having been in a state hos- 
pital.” 

Development of a negative self-concept 
has often been cited as a consequence of 
hospitalization which may lead to the ful- 
fillment of the prophesy implied by the 
judgment. The child hospitalized and 
thereby labeled may easily persist in his 
belief that he is peculiar and different be- 
cause he has been so regarded by an ex- 
pert, a doctor, who ought to know. He 
takes upon himself the negative connota- 
tions attributed to the mentally ill: “When 
the patient is officially classed as a mental 
patient, perhaps by being placed in a men- 
tal hospital, perhaps by commitment, and 
is handled as mentally ill by the “direct 
and implied attitude of physicians and 
the whole treatment setup, all of this is 
impressive to the patient, and he will tend 
to adopt it as his own view of himself.” 10 

Ironically an aftermath of hospitaliza- 
tion imposes a psychological burden upon 
those less able or equipped to carry one, 
namely how to relate the fact of hospital- 
ization in various situations which come 
up during the course of one's life. The 
formerly hospitalized juvenile is often 
thrown into a quandary when he must de- 
cide whether to acknowledge that he has 
been in a mental institution. The issue 
is not a matter of practical judgment alone, 
but of conscience which touches one’s moral 
being and thus becomes a source of stress. 
When the topic crops up it is not usually 
in casual circumstances but at a crucial 
point in one's life. We refer here to em- 
ployment, the military, application for a 
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driver’s license, and the proposal of mar- 
riage. 

The case of enlistment may be of special 
import. For some the opportunity for mili- 
tary service has much significance. It is 
a chance for a new start, to prove one’s 
self, and to learn. The service can provide 
escape from an unsatisfying life or to give 
one a breather, the chance to mark time 
and consider one’s future at leisure. The 
opportunity for military service and its 
potential benefits may well be blocked for 
the formerly hospitalized juvenile. 


The formerly hospitalized juvenile 
is often thrown into a quandary 
when he must decide whether to 
acknowledge that he has been in 
a mental institution. 


A person is also confronted with his 
past when he completes application forms 
such as a driver's license. It is usually 
necessary for the previously hospitalized 
person to obtain a certificate to the effect 
that he is recovered, or has been released 
unconditionally. Otherwise he must sub- 
mit to a special examination. 

What does one tell one’s friends and inti- 
mates? Does one inform the girl to whom 
he wants to propose that he has spent time 
in a psychiatric hospital, i.e., is a former 
mental patient? The stress and inner tur- 
moil these moments of truth may engender 
should not be minimized. 

What precautions can be taken to lessen 
the realization of the concerns expressed 
in this paper. A preliminary considera- 
tion is motivational since decision-makers 
will act in the absence of external pres- 
sures only if they believe the reasoning and 
evidence cited has merit. If the reader is 
so persuaded, a policy review and the de- 
velopment of clear guidelines is called for. 
Among the points recommended for in- 
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clusion should be 1) that admission of 
juveniles to inpatient status be on the basis 
of a positive choice, ie. clinical findings 
clearly indicate that the condition justifies 
admission, and 2) the institution has the 
resources to treat the child. Conversely, 
the mental hospital should not be used as 
a dumping ground for juvenile rejects 
whose condition is primarily a manifesta- 
tion of social pathology rather than men- 
tal illness. In this regard one has good 
reason to suspect that the term 'voluntary 
admission’ is an ironic semantic ploy since 
it is not likely that the juvenile is doing 
the volunteering. Parenthetically one of 
the arguments for the hospitalization of 
certain adolescents creates a paradox. 
While acknowledging admission of some 
juveniles as inpatients is inappropriate, it 
is justified on the basis of a lack of ade- 
quate alternative living arrangement in the 
community. Yet the very act of hospital- 
izing these people serves to reduce pressure, 
thereby lessening the demand for, and 
forestalling the creation of, substitute 
resources, 
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MENTAL HYGIENE 


Henry P. David, Ph.D. 


Mental Health and Social Action Programs 
for Children and Youth in 


International Perspective 


, Forty countries were surveyed in 1968 in an effort to gather informa- 
tion on innovative services for emotionally disturbed children, retar- 
dates, juvenile delinquents, and the culturally deprived. Special con- 


sideration was given to the organiza 


tion and delivery of services, the 


contributions of non-professional manpower, and preventive endeavors. 
The author summarizes trends in various countries and notes the bene- 
fits and experience gained with group care and non-professional staff. 


Cultural Deprivation and Group Care 


As noted by Eisenberg,* one of the major 
issues facing mental health specialists and 
others caring for children is the “depriva- 
tion syndrome.” It is, in varying degrees, a 
complex of intellectual retardation, person- 
ality defect, and social maladaptation, gen- 
erally produced by the unavailability to the 
child of the biosocial necessities for 
growth and development, usually as a con- 
sequence of gross social pathology. 


————— ám Se A 
Dr. David is Associate Director, International Re- 
search Institute, American Institutes for Research, 
8555-16th St, Silver Spring, Md. 20910. 
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Worldwide evidence reflects the signifi- 
cant correlation between economic depriva- 
tion and maternal ill health, poor pre- and 

tnatal care and malnutrition, and the 
predictable results. Deprived youth receive 
little intellectual stimulation at home, are 
barely motivated to attend school, and must 
crowd into inadequate classrooms. They 
tend to live in decaying neighborhoods, rich 


M———— M M —H— 
This article is based on a report prepared under 
contract with the U.S. Joint Commission on Mental 
Health of Children. It was presented at the XII 
Interamerican Congress of Psychology, Montevideo, 
Uruguay in 1969. 


503 


504 


only in opportunity for trouble and charac- 
terized by value systems opposed to those of 
the dominant culture. Rates for parental 
disorder, death, and desertion are high. 
Such children become premature and in- 
adequate parents themselves, fated to repeat 
the cycle of deprivation for a succeeding 
generation. 

The concept of substitutes for parental 
care is not new. Examples may be found in 
all modern societies. The Western world, 
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differences both in social attitudes and in 
the alertness of children, depending on how 
early they are placed in institutional type 
care and how much they have been deprived 
of parental attention and family life. 

To be accepted in a society, a children's 
institution must establish its "legitimacy" 
as a socia] structure. The prevalent view 
of most North American institutions is that 
they are deviant settings for child rearing, 
claiming to work primarily with problem 
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... the basic barriers to the improvement of child care are 


socio-economic... 


pem———————— P OA ————— e E 


strongly influenced since the turn of the 
century by Freudian concepts and a laissez- 
faire philosophy, has leaned toward sub- 
stitution in the form of individual child 
care in foster homes. Manpower shortages, 
tight housing conditions, and high em- 
ployment rates among women, as well as 
ideological considerations, have tended to 
favor group care in the predominantly 
Catholic lands of Europe and Latin Amer- 
ica; in Israeli collective settlements (kib- 
butzim); and in the socialist societies of 
Eastern Europe. 

There is considerable variation among 
Eastern European group care programs. 
Meers and Marans5 observed that some 
babies are placed directly in residential in- 
stitutions, e.g., special facilities established 
for children of graduate students at uni- 
versities. Children of working parents may 
spend five days a week in an institution and 
the weekend at home. Other youngsters go 
directly to the nursery from about three 
months of age onward; they continue in day 
care throughout their preschool life, Be- 
cause of competition for available space in 
the day care centers, some children are not 
placed until they are two or three years of 
age. It is Meers' impression that there are 


children, the dependent, neglected, de- 
linquent, retarded, and emotionally dis- 
turbed. They may be called “training 
schools” or “hospitals” whose goal is the 
successful return of the child to his natural 
family or a foster home environment. In 
sharp contrast, much of the impetus abroad 
stems from the ideological conviction that 
group care is superior to the natural family 
environment. 

The North American reader of the litera- 
ture may be troubled by an apparent simi- 
larity of many of the Eastern European 
programs to the kind of orphanages, junior 
republics, and church operated, or public, 
institutions which flourished in the United 
States several decades ago. Such analogies 
would be very superficial. In contrast to 
the "outsider" status of group centers in the 
United States around the turn of the cen- 
tury, group care abroad is a significant part 
of the mainstream of society. Prevalence 
of the kind of psychological deprivation 
reported by Bowlby, Spitz, and others ap- 
pears to have been sharply reduced in most 
modern facilities. What is perhaps more 
troublesome is the absence of systematic 
longitudinal or other research data from 
the Eastern. European programs. When 
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some indication of deprivation has been 
reported, it has usually been concluded that 
such retardation is minimal and can be 
reversed through later education, just as 
character structure and values of self and 
others are viewed as modifiable con- 
sequences of early education. 

After noting the controversies and warn- 
ings, the question must still be asked 
whether, under conditions assuming ade- 
quate staff ratios and finances, infant group 
care is not an acceptable substitute for 
families crippled by economic and social 
disadvantage. Present U.S. research has 
amply demonstrated the vicious circle effect 
and damage to mental health under condi- 
tions of socio-economic and cultural depri- 
vation, which affect nearly a quarter of 
U.S. children.? Infant day care programs 
might open the way for breaking the self- 
propagating set of social tragedies for this 
population. 

If the concept of a social need to innovate 
is accepted, are we prepared to make fiscal 
investments comparable to those incurred, 
for example, in the Soviet Union or Israel? 
Are we ready to recruit, train, and reward 


In the United States, the defi- 
nition of juvenile delinquency 
has become so all-encompass- 
ing that children enter the 


statistical records for... 
violations that would not be 
termed a law violation in 
other lands. 


adequately more child care staff of merit 
and dedication? Can we produce the condi- 
tions that will give status and recognition 
to those working with disadvantaged chil- 
dren before such youngsters become dis- 
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turbed or rioting outcasts? Can we change 
deep-seated and powerful socio-cultural tra- 
ditions? 


Juvenile Delinquency 


Among the most baffling social maladies 
of the century is that of juvenile delin- 
quency. A worldwide phenomenon, it may 
vary qualitatively and quantitatively from 
country to country. In recent years Sweden 
had the highest rate of juvenile delin- 
quency: 397, of its teen-agers passed through 
the courts (compared with 2.3% in the 
United States).  Teen-agers commit over 
20%, of Japan's total crimes versus 12% in 
the United States. In Israel the number of 
arrested juveniles has doubled in the past 
decade.* 

There is at least one significant difference 
between juvenile statistics in the United 
States and other countries. Nearly every- 
where else, a youngster is brought to court 
only if he breaks a law which would also 
constitute a crime when violated by an 
adult. In the United States, the definition 
of juvenile delinquency has become so all- 
encompassing that children enter the statis- 
tical records for truancy, stubbornness, leav- 
ing home, curfew violations, etc., none of 
which would be termed a law violation in 
other lands. 

In working with delinquent youth (re- 
gardless of legal definition or terminology) 
there appears to be near global consensus, 
emerging from numerous international sem- 
inars and conferences, of the desirability of 
bringing a more therapeutic-rehabilitation 
orientation to correctional institutions. 
However, observations of juvenile centers 
also reflect the considerable divergence 
existing between institutional aspirations 
and actual practices, requests for staff and 
operating personnel, and innovative treat- 
ment concepts and implementation. Rec- 
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ommendations for coping with resistance to 
perceived threats to existing staff structures 
and institutional methods of control are 
widely discussed. 

Although extensive surveys have been 
conducted and reports written, it is virtu- 
ally impossible to offer a precise estimate 
of the extent to which mental health prin- 
ciples have actually penetrated work with 
delinquent youth. There are considerable 
differences between countries and between 
types of institutions within any one nation. 
Nearly all reflect some dissatisfaction with 
progress made so far. Countries which 
compared to others have high staff:inmate 
ratios and a complement of mental health 
specialists are no more content than coun- 
tries still aspiring to such levels. 

Ideology enters the picture in determin- 
ing how a given society deals with delin- 
quency. In some cultures, notably the 
United States, a relationship between cul- 
tural deprivation and/or mental disorder 
and delinquency has become well accepted. 
There is public demand for more and 
better professional services. In sharp con- 
trast, the Soviet view is that a delinquent 
lacks the kind of moral education essen- 
tial for honest participation in a commu- 
nist society. As Conrad! observed: “In 
the United States, the offender is likely to 
be an unfortunate person needing treat- 
ment. In the Soviet Union, he is an un- 
fortunate person needing opportunities to 
learn." 

After years of denying its existence, the 
Soviet Union now reluctantly accepts juve- 
nile delinquency as a part of Soviet life, 
a social phenomenon ascribed to increased 
industrialization and greater affluence. But, 
there is frequent insistence that the prob- 
lem is not as severe as in the West. After 
all, it is said, Soviet youngsters do not have 
easy access to automobiles, cannot readily 
purchase guns, and are unable to shirk 
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socially useful labor without attracting the 
attention of authorities. Assuming that, in 
fact, the U.S.S.R. does have a lower rate of 
juvenile delinquency than most other in- 
dustrial countries, it would be most worth- 
while to study the extent to which these 
differences may reflect upbringing (such as 
in a collective), the effects of contemporary 
social conditions and changing family 
values, and a new kind of Soviet affluence. 
Soviet pedagogues maintain that pre-delin- 
quent behavior can be handled more effec- 
tively by the combined help, censure, and 
pressure of the peer group in the collective 
than by professional mental health workers. 

When it comes to “doing something” 
about juvenile delinquency, the literature 
reflects a plethora of approaches, from in- 
dividual psychoanalysis to severe punish- 
ment. It is also evident that many well- 
intentioned endeavors have had limited 
effect on the rising delinquency rate. Con- 
structing housing developments and play- 
grounds, organizing boys' clubs, reducing 
the number of working mothers, mending 
broken homes, and sending everyone to 
child guidance clinics have not, in them- 
selves, had far-reaching effects. The ex- 
periences reported from Denmark, German 
Federal Republic, India, Japan, Sweden, 
Soviet Union, Canada, Philippines, Switz- 
erland, Israel, Turkey, Austria, England, 
Poland, and Yugoslavia suggest that an im- 
pact can be made by providing meaningful 
jobs, lowering the schoolleaving age for 
those entering vocational training programs 
(e.g., 14 years in Denmark), and by qualita- 
tively strengthening the youth work of the 
police, parole, and volunteer agencies. 
Particularly effective have been the peda- 
gogictherapeutic programs in Denmark 
and the Federal Republic of Germany; 
the therapeutic use of work and vocational 
training in the Soviet Union and Canada; 
and the enlistment of volunteers in pre- 
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ventive endeavors in Turkey, Poland, and 
Yugoslavia. 

Effective delinquency control is some- 
thing that requires constant attention. In 
many parts of the world, particularly in 
the collectivist societies, large groups of 
citizens appear to be far more involved 
in preventive work than is the case in the 
Americas. Good probation, small institu- 
tions, adequate school counseling and cur- 
ricula, better police and understanding 
judges can rehabilitate troubled youth. 
'Tunley? reported that many communities 
abroad, less fortunate economically than 
the United States, spend a far greater pro- 
portion of income on child welfare. Fol- 
lowing his global survey, he recommended: 
(1) having available a variety of work and 
training opportunities which will keep 
youngsters off the streets and busy at some- 
thing they like and believe has a future; 
(2) revision of school laws to allow certain 
students to leave earlier and/or adding vo- 
cational work programs into the schools; 
and (3) spending more money for more ade- 
quate probation, police, and court services 
along with smaller rehabilitation units. 

The impression which emerges from the 
literature and from personal observations is 
that good ideas may be found in many 
parts of the world. Often they have been 
developed by and are dependent on key 
people who have attracted highly motivated 
followers but have failed to inspire imita- 
tive programs either in their own lands or 
abroad. It seems that in the field of cor- 
rection change is more difficult to achieve 
by directive or example. Though change 
may be advocated by administrators, those 
involved in daily operations tend to be 
more concerned with problems of control 
and with restrictions. Change per se is 
feared and often misunderstood. The evi- 
dence suggests that neither the variety of 
available services nor the increasing so- 
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phistication of pioneering programs have 
thus far had a marked effect on the world- 
wide rise in delinquency. 


Manpower Trends 


The recognized shortage of professional 
and non-professional mental health and 
child care workers is global. It is particu- 
larly acute in residential facilities, whether 
for emotionally disturbed, delinquent, or 
deprived youngsters. Many European resi- 
dential homes, schools, and observation 
centers are staffed by a small number of 
professional workers and a larger number 
of child care workers whose titles may be 
educateurs, orthopedagogues, house par- 
ents, or specialized teachers. It is they and 
their activities that create a center's thera- 
peutic or non-therapeutic atmosphere. Al- 
though many directors of institutions regu- 
larly impress their visitors and government 
officials with a desire for more formally 
trained workers, there is often evident sat- 
isfaction with the existing staff, many of 
whom are self-taught. Their attitude and 
their success or failure to implement the 
director's policies are basic to the institu- 
tion’s milieu. 

The treatment model in most American 
children’s centers places primary emphasis 
on diagnosis, case work, and group and 
individual therapy conducted by profes- 
sional workers. As noted by Linton,‘ the 
professionals furthest removed from the 
daily life of the child have the highest 
status and rewards, as well as control over 
the prescribed regimen; those individuals 
with the closest personal contact with the 
child and his actual behavior frequently 
receive the lowest status and the poorest 
rewards for their work. One reason for 
this situation is that the American model 
emphasizes psychological and pathological 
aspects of behavior. In both theory and 
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practice the importance of psychological 
understanding is stressed. The medical 
model prevails, with other disciplines 
formulating their treatment approaches in 
conformity with that concept. While an 
individual worker may achieve a high level 
of accomplishment in selected facilities, 
child care workers, as a group, have not 
attained high visibility, status, or recogni- 
tion in the United States. 

In contrast to American practice, newer 
professional roles have emerged more rap- 
idly in Europe. Particular attention is 
focused on "educateurs" in France and 
"ortho-pedagogues" in the Netherlands. 
The training of educateurs has been well 
developed in France for more than two 
decades; the graduate educateur is in con- 
siderable demand throughout Europe. He 
is perceived as a member of an independent 
discipline, not subordinate to medicine, 
psychology, social work, or education, nor 
is he especially trained in diagnosis or 
therapy. 

He is neither a teacher, expected to raise 
a maladjusted child to a particular aca- 
demic level, nor a houseparent or atten- 
dent who attempts to control the behavior 
of his wards. Rather, the educateur is a 
highly trained professional youth worker 
who is primarily concerned with the total 
life process of the individual youngsters 
in his group. He is prepared to utilize all 
the leisure moments of the child's life, and 
to program this free time so as to facilitate 
physical, moral, social, and intellectual 
development. 

In many French institutions for disturbed 
children, as well as elsewhere on the con- 
tinent, educateurs are the key figures in 
the total life space of children; they are 
deeply involved in day-to-day reeducation 
and resocialization. Educateurs work in 
and frequently manage institutions for de- 
linquents, retarded, physically handicapped, 
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... the professionals furthest 
removed from the daily life 


of the child have the highest 


status and rewards, as well 
as control over the pre- 
scribed regimen... 


the socially and emotionally disturbed, the 
homeless and neglected, etc. They are also 
trained to function as street-workers in slum 
areas, While traditional professional roles 
of psychiatrists, psychologists, social work- 
ers, and teachers remain essentially the 
same, the difference lies in the fact that 
the daily management and direction of an 
institution is in the hands of an educateur- 
director and his staff of educateurs. 

In much of the world the question of 
who qualifies for child care work, with 
what training, obtained in which kind of 
institution, is an open one. There is gen- 
eral agreement that some people would 
never be suitable for work with children 
regardless of length of training or quality 
of work performed. Others seem to work 
well without any specialized training. 
There is much discussion about the loca- 
tion of training programs, whether on the 
job or in a university or special school, or 
some sort of combination. There is debate 
on whether to require a watered-down ver- 
sion of professional training, operating 
from the same basic assumptions taught 
to professional disciplines, or whether to 
approach training from quite different per- 
spectives. Much consideration is given to 
the contributions of volunteers, eg, the 
curateurs in Poland and youth workers in 
Denmark and Yugoslavia. 

Literature and personal observations re- 
flect a growing conviction that those closest 
to the disturbed child’s daily life have the 
greatest influence on reeducation and re- 
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socialization processes. The medical model 
is undergoing reexamination and the hier- 
archy of professional roles is being recon- 
sidered. Perhaps the time has come for 
a more systematic transnational survey of 
who does what, where, and how, for which 
purpose, and with what results. Conjec- 
ture or uncontrolled imitation are less than 
adequate. The increasing shortage of 
skilled professionals amidst burgeoning de- 
mands for services calls for innovative en- 
terprise. Are we prepared to change the 
status quo? 


Conclusions 


If there is a lesson about programs for 
culturally deprived youth and juvenile 
delinquents that can be conveyed from the 
material gathered for the (U.S.) Joint Com- 
mission on Mental Health of Children, it 
is that considerable improvement can be 
attained in nearly every country if we will 
only apply, or adapt, already available 
knowledge. There is much to be learned 
from the suggestions for extended social 
security and/or mandatory sickness insur- 
ance benefit schemes, effective group care 
for deprived youngsters, vocational train- 
ing for school drop-outs, better police, 
court, and probation facilities, training of 
non-professional child care workers with 
more status and reward accorded for ser- 
vices of excellence, and encouragement of 
qualified volunteers. Implied in these 
recommendations is a recognition that the 
basic barriers to the improvement of child 
care are socio-economic, and that ameliora- 
tion requires a departure from the exclu- 
sively medical model of child mental health 
services to one of socially shared public 
responsibility for children, with emphasis 
on strengthening individual assets instead 
of focusing on pathology. 
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In this time of rapidly shifting values 
and growing alienation of youth, it is es- 
sential to review where we have been and 
where we are going.? Statistics demonstrate 
starkly that many modern systems of or- 
ganization and delivery of care, and of in- 
dividual payment of services, are anti- 
quated and fail to meet the health, educa- 
tion, and welfare requirements of large 
segments of the world's children. Direct 
comparisons are elusive. There are differ- 
ing approaches and ideologies in diverse 
geographic regions. However, no one 
country, no one profession, and no one 
ideology has a monopoly on innovative 
programs. It is time to learn from each 
other, from our mistakes as well as from 
our successes. 
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Anthony F. Donofrio, Ph.D. 


Child Psychotherapy— 


Help or Hindrance? 


The author discusses the diagnostic pitfalls psychologists encounter 
in dealing with children and urges a greater understanding of chil- 


dren's problems. 
gories 


These, he believes, can be grouped in three cate- 
roblems arising from deprivation of basic psychological need, 


those arising from constitutional and developmental factors and those 
arising from minimal neurological damage or dysfunction. He proposes 
alternatives to child psychotherapy which include working with parents 
and other significant adults in the child's life. 


Introduction 


Twenty-two years of experience in child 
guidance clinics and private practice have 
convinced me that child psychotherapy is, 
for the great majority of children referred 
for that purpose, a hindrance rather than 
a help. Other authorities have come to 
a similar conclusion. 

In his presidential address to the nation's 
psychologists, Nicholas Hobbs stated: “We 
have become increasingly convinced that a 
major barrier to effective national planning 
for emotionally disturbed children is the 
professional's enchantment with psycho- 
therapy." * 


Dr. Donofrio is Supervising Clinical Psychologist 
at Catholic Charities Mental Health Center, 44 Fifth 
Avenue, Bay Shore, N.Y. 11706. The views ex- 
pressed in this paper are not necessarily those of 
the entire staff of the center. 
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Several studies conclude that child psy- 
chotherapy has not proven its effectiveness. 
Shepherd, et al.1 at the University of Lon- 
don, attest to this conclusion. Fifty chil- 
dren from a school population were care- 
fully selected to match the symptom picture 
of fifty children who were about to 
start clinic therapy. A follow-up study 
after two years showed almost identical 
percentages of improvement in the treated 
and non-treated groups. It appeared, then, 
that therapy was not demonstrably superior 
to the passage of time. Of further signifi- 
cance was the finding among the therapy 
group that the number of therapy sessions 
bore little or no relation to the status 
of “improved,” “unchanged” or “worse.” 
Neither could it be argued that those chil- 
dren showing most improvement on mini- 
mal treatment were those who were least 
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disturbed, because, of the nine clinic chil- 
dren originally rated “severely disturbed,” 
eight were improved at follow-up but only 
two had received more than five sessions 
with a psychiatrist. Levitt 5 summarized 
numerous follow-up studies on child ther- 
apy and concluded: “The present evalua- 
tion of child psychotherapy, like its adult 
counterpart, fails to support the hypothesis 
that treatment is effective. Another review 
by Lewis? comes to a similar conclusion. 
Finally, Thomas, et al,!? in a ten year 
longitudinal study (from infancy) of tem- 
perament and behavior in 186 children, 
found parent guidance the effective method 
of helping child and parent; in very few 
cases did they consider psychotherapy use- 
ful. The average number of sessions un- 
dertaken per couple was 2.9. 


Scope 


In the sections ahead, we plan to treat 
first the diagnostic pitfalls for many psy- 
chologists upon whose evaluations the so- 
cial worker, educator, and psychiatrist often 
rely heavily. 'The second aspect will de- 
scribe three major categories comprising 
children’s problems, namely those arising 
primarily from deprivation of basic psy- 
chological needs, those arising from con- 
stitutional and developmental factors, and 
those arising from minimal neurological 
damage or dysfunction. Finally, in view 
of our essential rejection of child psycho- 
therapy, we will propose other concepts 
for the rehabilitation of the child in these 
three settings. 


Psychomisdiagnosis 


“One of the most puzzling and distressing 
problems that confronts clinical psychology 
today is the persistent report by many 
psycho-diagnosticians of clinical observa- 
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tions, which, by objective evidence, clearly 
appear to be erroneous.”? The authors 
point up the failure of researchers to sub- 
stantiate many of the diagnostician’s inter- 
pretations of projective test responses. The 
agreement in interpretation, on the part 
of many practicing clinical psychologists, 
in the face of “massive negative experi- 
mental evidence,” leads the authors to posit 
a “systematic error" in which said clini- 
cians reinforce one another, resulting in 
an “illusory correlation.” The authors 
conducted six studies to show the genesis 
of widespread but erroneous diagnostic 
interpretations. 

From the vantage point of a psychiatric 
guidance clinic serving a large area with 
its many school districts, we heartily en- 
dorse the above indictment. Misdiagnoses 
with conformity in language or semantics 
are rife; the heavy reliance on projective 
tools whose interpretative validity is very 
questionable, indeed, distressing.” One sees 
many parents confused and emotionally 
upset. Some have already been referred 
to private psychotherapists and are seen, 
later, financially and emotionally drained. 

Our psychodiagnostic tools consist of 
“objective” and “projective” tests. The 
objective tests consist of measures of cogni- 
tive or intellectual functioning: attention, 
concentration, memory, perception, learn- 
ing and subject achievement. ‘These are 
the psychologist’s most valid and reliable 
tools with which much important informa- 
tion can be gained about the child through 
the test results and the examiner's observa- 
tions. Not infrequently, however, does one 
find only a paragraph on this aspect while 
a page or two of dire dynamics issue from 
the projective tests. That the mother 
protests her child is not emotionally dis- 
turbed, but "can't get his school work" is 
dismissed as coming from a defensive igno- 
ramus. Too often has mother been in- 
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tuitively right and the psychologist wrong. 
Marked variation in performance on the 
eleven subtests of the Wechsler Intelligence 
Scale for Children is typically attributed 
to "anxiety" or "emotional block" and 
psychotherapy recommended. More often 


How often husband and wife have 
blamed each other, suffered cu- 
mulative guilt, and fallen into a 
vicious circle because of our pro- 
fessional misdiagnoses and blind- 
spots. 


than not (along with Clement and Peters),* 
we have found this untrue in our clinic 
experience—a cart-before-the-horse phenom- 
enon. In the words of Hobbs 9—*"If a 
child feels he is inadequate in school, in- 
adequacy can become a pervasive theme 
in his life, . . . Underachievement in school 
is the single most common characteristic 
of emotionally disturbed children. We re- 
gard it as sound strategy to attack directly 
the problem of adequacy in school for its 
intrinsic value as well as for its indirect 
effect on the child's perception of his worth 
and his acceptance by people who are im- 
portant in his world. . . . School is the 
very stuff of a child's problems." 

Much of the misdiagnosis of childhood 
problems by psychologists can be attributed 
to the lack of proper and adequate expo- 
sure to certain areas of child study. We 
refer to child, developmental, and constitu- 
tional psychology as well as the recent focus 
on minimal neurological damage or dys- 
function. The average practitioner is over- 
exposed to, and overawed by, child analytic 
theory. Barclay,) as a member of an APA 
committee on the training of psychologists 
reported finding that less than 10% of clini- 
cal psychologists "had any exposure to 
courses in developmental or child psychol- 
ogy." He also comments on the reluctance 
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of psychologists to diagnose mental limita- 
tion or retardation. We find too little 
credence given to a mother's knowledge of 
her own child's behavior. 


Sources of Children's Problems 


For didactic purposes, we have divided 
the sources of children's problems, seen in 
clinic and private referrals, into three cate- 
gories. We are fully aware that in actuality 
these will overlap, but usually one of the 
categories can be assigned as the primary 
factor in diagnosis. There are those prob- 
lems arising primarily from the deprivation 
of one or more basic psychological needs; 
those arising from constitutional and de- 
velopmental factors; and finally those aris- 
ing from the "sub-clinical" or minimal neu- 
rological damage or dysfunction. 

We may posit four basic needs in the 
child: love or affection, security, recogni- 
tion, and a sense of achievement or accom- 
plishment. I would add a fifth—the need 
for a wholesome foundation in religion, 
particularly for its existential implications 
in adulthood. 

Constitutional differences in children 
have struck me forcefully in the years I 
have served a foster home agency. There 
is the infant who "jumps out of his skin" 
when he drops a rattle on the examining 
table and who is sensitive to the many 
vicissitudes of weaning and rearing. In 
contrast stands the infant whom you can 
"rough up" and who comes back smiling 
all the time. One sees them as toddlers, 
advanced to the older nursery, the one shy 
and relatively unresponsive, the other 
friendly, forward, and of happy counte- 
nance despite the same setting. "Thomas 1? 
and his coworkers have documented these 
differences in a ten year longitudinal study 
from infancy. They are extricating par- 
ents from the guilt engendered in them in 
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the past by psychoanalytic blindness to such 
innate factors. 

The ignorance of developmental psychol- 
ogy in clinicians, pointed out by Barclay, 
is seen when slow maturation is interpreted 
as “regression.” Knowledge of develop- 
mental behavioral patterns, of “ages and 
stages,” is indispensible. Without adequate 


Help for the child's ego must 
come, therefore, via the educa- 
tion and guidance of the "signifi- 
cant adults" in fulfilling the needs 
of love, security, recognition and 
achievement. 


knowledge of constitutional and develop- 
mental psychology, the psychologist is of 
little value—if not of actual harm—to 
parents. 

The diagnosis of minimal neurological 
damage of dysfunction is relatively recent. 
One finds the analytically oriented pro- 
fessional poorly informed and often quite 
resistive in this area. The regular neuro- 
logical examination is usually negative and 
the EEG may also be negative, yet con- 
verging evidence can be obtained from his- 
tory, current behavior, and psychological 
test results. Behavior includes a number 
of the following traits: hyperactivity, dis- 
tractibility, hyperexcitability, persevera- 
tion, awkwardness or poor coordination, 
marked immaturity, and a learning dis- 
order. I would estimate that 30% to 
4095 of the referrals to child guidance 
clinics fall into this diagnostic category. 


Programming vs. Psychotherapy 


For the purpose of this paper, “child- 
hood” can be considered to extend to the 
llth year, where Gesell & Piaget agree on 
a major demarcation in the evolution of 
the ego. Piaget, in his intensive research 
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on the development of cognition, finds the 
beginning of the abstract, “future” oriented 
characteristics of adult cognition, at the 
llth year. Gesell sees the equable and 
docile 10th year as really the end of child- 
hood with glimpses of the adolescent in 
the 11th year; the ego is embarked on its 
course toward independence. The term 
Programming is borrowed from Redl and 
Wineman who point up the practical 
uselessness of psychotherapy in dealing 
with their disturbed aggressive children in 
the Pioneer House experiment. 

If one grants the premise that a child's 
psychological well-being depends on the 
fulfillment of his basic needs, and that his 
ego is still in a dependent relationship, 
then how can one, or even two hours a 
week of expensive play or interview sessions 
truly serve this child's ego when in the 
other 167 hours, the significant adults in 
his life are often unwittingly blocking need 
fulfillment by omission or commission, by 
misconception and confusion. 

Although we categorized in first place, 
"problems arising from the deprivation of 
basic psychological needs," we find in ac- 
tual practice, along with Thomas et al.!? 
that this category rarely stands alone but 
is usually inextricably interwoven with the 
other two categories. We refer to the con- 
stitutional factors of the given tempera- 
ment and developmental stages, and to 
minimal neurological dysfunction. It was 
from the "difficult" children (tempera- 
mentally) for the most part that Thomas 
et al. derived their "clinical" group—those 
whose parents needed guidance. The child 
who comes equipped favorably in tempera- 
ment and constitution (includes intellec- 
tual efficiency) comes by much of his basic 
needs among peers and his significant 
adults almost automatically. 

Programming for ego-building involves 
discerning or defining the child's tem- 
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perament, intellectual level and learning 
efficiency, developmental stage, and neuro- 
logical intactness, and then furnishing con- 
crete guidance to the significant adults in 
his life toward the goal of fulfilling realisti- 
cally his basic needs. 

How to recognize, accommodate to, and 
minimize the effects of difficult traits of 
temperament in the child is a task for par- 
ent and teacher. In this regard, Your Child 
Is a Person? is an excellent contribution 
for both professional and parent. Prob- 
lems arising from developmental factors, 
such as “maturational lag" with its con- 
comitant school unreadiness, are rather 
easily solved if they are diagnosed par- 
simoniously as just that and not “emo- 
tional disturbance" or “overprotection.” 
Two paperbacks (Dell) of the Gesell In- 
stitute, "Child Behavior" and “Parents 
Ask," and a recent publication of Ilg and 
Ames,’ are of immense value for guidance 
in this aspect. 

How to help the child with a minimal 
brain damage is most challenging. He and 
his parents have been most misunderstood 
because his "crippling" is invisible. His 
coping mechanism is faulty; hence, his 
needs are excessive. If psychotherapy is 
not the answer for the child with an intact 
central nervous system, it certainly is not 
for the minimally damaged child, Correct 
diagnosis is of first importance—too many 
are misdiagnosed as neurotic children or 
latent schizophrenics. Parents need several 
sessions of education and concrete guid- 
ance; medication is often of much assist- 
ance. The school must adapt its program 
to his special learning difficulties to insure 
(in some measure) the fulfillment of the 
needs of achievement and recognition. 
Associations of parents of brain-damaged 
children are mushrooming throughout the 
country, seeking better programs of educa- 
tion and service. 
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Sunshine and Rain: While specific prin- 
ciples of guidance apply to each of the 
categories of children's problems, there is 
a basic principle which is crucial and 
transcends all conditions. In my guidance 
sessions with parents, I call it my “two to 
one ratio" or "Sunshine and Rain." A 
plant needs rain but much more sunshine 
to flourish. Just so, the child needs cor- 
rection, scolding, punishment (negatives); 
but, more affection, humor, praise and 
recognition (positives) in a better than 
"two to one" ratio. 

Condition of the Parents: How, we are 
thinking, can we effect a change in the 
child's behavior if the parents are neurotic 
and there are perhaps marital conflicts? 
First, I would draw attention to a factor 
so often overlooked by professionals in our 
field—the contribution of the child's be- 
havior to the relationship between hus- 
band and wife. We refer to behavior based 
primarily on major constitutional or neu- 
rological deficits in the child. How often 
husband and wife have blamed each other, 
suffered cumulative guilt, and fallen into 
a vicious circle because of our professional 
misdiagnoses and blindspots. Even with 
neurotic disturbances in parents that ante- 
date their parenthood, we have found that 
the child can be substantially helped with 
a clear diagnosis and concrete guidance, 
without attacking the mother's neurosis. 
Marital counselling and individual coun- 
selling for the parent are certainly worthy 
of attention concomitantly if feasible. 

The Guidance Professional ; What of the 
“condition” of the guidance professional? 
Love and compassion are necessary at- 
tributes. They do not come with the de- 
gree. Some portion of these attributes 
derive from knowledge of the human per- 
sonality and some from humanistic and 
religious considerations, The importance 
of these attributes becomes clearer when 
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we reflect that a large proportion of our 
clients would fall into the category of the 
"less lovable"—often for reasons largely 
beyond their control. 

While we have presented reasons for the 
elimination of child psychotherapy under 
eleven years of age, we do not intend any 
inference that we regard it as of primary 
importance above that level. "'Program- 
ming” is still considered primary for the 
older child and adolescent; a brief period 
of psychotherapy may be secondarily help- 
ful. 


Conclusions 


We have challenged the practice and the 
claims of childhood psychotherapy. We 
see it as essentially and practically useless, 
inextricably bound up with yet-to-be proven 
child analytic concepts, misdiagnoses and 
adultmorphic ambiguities. We see here a 
violation of the Law of Parsimony? In 
practice, we have seen many parents who 
have gone through the ordeal of a year or 
two of financial drainage, and compounded 
confusion. We suggest with Barclay! that 
graduate training schools re-assess their 
programs, and that the term and process 
of "Programming" be substituted for that 
of "Psychotherapy" for children—program- 
ming for ego build-up, through need grati- 
fication at the hands of the significant 
adults in the child's life. We do not agree 
with the hue and cry for more psychiatric 
clinics for children. What we have will 
suffice when "'professionals' preference for 
deep explanations (psychoanalytic) and 
derogation of all else as superficial"* is 
replaced by the proper scientific stance of 
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the Law of Parsimony; i.e., where one or 
more explanations are at hand, we must 
accept the simplest first. 
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James K. Whittaker, Ph.D. 


Training Child Care Staff: 
Pitfalls and Promises 


The author outlines procedures for the training of child care workers. 
This can range from life space supervision in which the supervisor 
demonstrates techniques, to one-to-one supervision in an office setting 
to group supervision. All members of the staff, from the janitor to the 
administrator should participate in training. 


This paper will attempt to outline a 
number of specific guidelines for the estab- 
lishment of a child care training program, 
as well as explore several potential pitfalls 
inherent in undertaking such a venture.* 

To begin with, we must ask ourselves the 
question: “Training for what"? It goes 
without saying that what the child care 
worker does in an institution should be 
based, in large measure, on the problems 
and needs of the children in his care. Too 
often, what the child care worker does has 
more to do with organizational expediency, 
or with professional needs, than with the 
needs of the children. It would appear 
that, whichever professional group occupies 
the position of leadership in an institution, 
a great deal of time and energy is spent in 


maintaining rigid status hierarchies and 


Dr. Whittaker is an associate professor of social work 
at the Univ. of Washington, Eagleson Hall, 1417 
N.W. 42nd St, Seattle, Washington 98105. This 
article is adapted from a paper presented at “The 
Other 23 Hours of Treatment" Institute held at 
the Nolte Center for Continuing Education, Uni- 
versity of Minnesota, August 7, 1969. 
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role distance between the various profes- 
sional groups. It has reached the point 
where the quality of an institution is often 
judged solely on the number of different 
specialists which it employs. In the course 
of a single week's time, the child might be 
expected to see his: psychotherapist; group 
therapist; family case worker; occupational 
therapist; recreational therapist; music 
therapist and so on. We expect this of the 
child, despite the fact that relatively few 
problem children come to the institution 
with such neatly encapsulated and well de- 
fined problems. 

In such an institution the child care 
worker's role would actually consist of little 
more than that of a good traffic manager, 
who makes sure the child is ready for his 
string of daily appointments. Training 
child care staff would probably cause prob- 
lems in such an institution, since the indi- 


* Based on the author's clinical experience as assis- 
tant director of the Walker Home for Children 
in Needham, Massachusetts and as a member of the 
senior clinical staff of the University of Michigan 
Fresh Air Camp. 
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vidual child care worker would not be 
allowed to do anything. A far more fruit- 
ful approach would be to begin with the 
problems of the children in care and to 
design the child care worker's role as the 
key role, since he is the person who is 
closest to the child and has the greatest 
opportunity for potential influence on him. 

Having asked the question: “Training for 
what"?, we must immediately ask another 
question: *Who shall be responsible for the 
training"? Again, we must report that in 
many settings, the choice of supervisor is 
more a reflection of professional needs than 
it is of the training needs of the child care 
worker. 

Consider, for example, the plight of the 
beginning child care worker who really 
needs to know a great deal about how chil- 
dren function in a 24-houra-day setting, 
but who ends up being supervised by a 
social worker, psychiatrist, or clinical psy- 
chologist whose only contact with the child 
may be in the context of the 50-minute 
therapy hour, within the sanctuary of his 
office. One obvious way of avoiding this 
problem is to use senior child care workers 
as supervisors. "The senior, more experi- 
enced worker possesses just the kinds of 
information that the novice child care 


——— € — M 


In what is often a painful moment 
of truth, the child care worker 
sees that it is not easy for his 
supervisor to calm a writhing 
child in the throes of a temper 
fantrum.... 

——— Ó——— 


worker needs to know in order to carry out 
his duties within the institution. These 
include such things as: a knowledge of the 
rules and routines of the institutions, some 
knowledge of the individual children, some 


Vol. 54, No. 4, October 1970 


simple behavior management techniques 
and some suggestions about things to do 
with children for fun. Later on, as the new 
worker becomes more proficient and secure 
in his role, he may seek added explanations 
from other professionals as to “why” a child 
acts in a particular way, or what the family 
dynamics are in a given case. Ideally, the 
institution should provide for different 
levels of training, ranging from direct line 
staff supervision, through informal meet- 
ings with agency professionals, up to and 
including participation by line staff in case 
conferences. 

Whoever undertakes the supervisory task, 
a certain number of pitfalls are evident 
and should be avoided. It should be the 
responsibility of the supervisor to define 
for the child care worker what will be the 
basis for their supervisory relationship. 
This could vary from an intense involve- 
ment in what amounts to personal psycho- 
therapy, to a problem solving, teaching cen- 
tered relationship. It is imperative that 
whichever format is used, the child care 
worker be made aware of it. To do other- 
wise, is to be faced with the situation of 
some child care workers who entered super- 
vision expecting some sort of insight pro- 
ducing psychotherapy, feeling cheated when 
they do not receive it and of other child 
care workers who feel they are being un- 
duly "caseworked", when all they really 
wanted were some concrete suggestions for 
how to manage a child's behavior. 


Life-Space Supervision 


In this form of supervision, the profes- 
sional moves through the life-space of the 
ward, or cottage offering assistance and sup- 
port to the child care worker as he is invited 
to do so. In this way, he is given an oppor- 
tunity to model a desired way of managing 
a child's behavior, rather than just talk 
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about it in "office supervision", Care should 
be taken, of course, to move in on a situa- 
tion only when signalled by a child care 
worker. The method of life-space super- 
vision is not without its hazards, particu- 
larly for the professional. Once outside the 
sanctity of his office and the protection of 
the 50-minute therapy hour, the therapist’s 
halo becomes slightly tarnished and his 
fallibility and mortality become plainly 
visible to all. In the life-space of the insti- 
tution, the children act as the “great level- 
lers". They are singularly unimpressed 
with Ph.D.’s and A.C.S.W.’s and couldn't 
care less how well versed one is in psycho- 
logical jargon. In what is often a painful 
moment of truth, the child care worker 
sees that it is not easy for his supervisor to 
calm a writhing child in the throes of a 
temper tantrum, stop a fight, put an end 
to a scapegoating session, or convince a 
timid child that it is alright to join an ac- 
tivity. The child care worker will see his 
supervisor: make mistakes with children, 
get angry, say the wrong thing, have noth- 
ing to say, and, literally, fall flat on his 
A.C.S.W. when trying to help restrain a 
wildly angry adolescent. In short, the child 
care worker will see the supervisor experi- 
encing all those things which he himself 
finds so frustrating. 

Given the fact that a supervisor has a 
strong enough ego to operate sometimes in 
the “fishbowl” of the milieu, the type of 
training that the child care worker receives 
will in the long run be most beneficial and 
lasting. It drives home the message to both 
supervisor and child care worker that there 
is no easy way of dealing with all of the 
problems which disturbed children create 
in an institutional setting, It tends to nar- 
row the gap which child care workers so 
often feel between themselves and their 
supervisors and above all it sensitizes both 
supervisor and child care worker to the spe- 
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cial problems which each faces in working 
with the children and creates a climate 
which makes working together more than 
just a nice sounding phrase. 


Staff Training for All 


It is entirely possible that an administra- 
tor could set up an excellent child care 
training program and still be missing a 
significant amount of interaction between 
children and adults, if he concentrates his 
efforts only on those people who work di- 
rectly with the children. For those of us 
whose business it is to relate to children, 
it is sometimes difficult to admit that cer- 
tain children will prefer the company of 
the cook, or maintenance man to our own. 
Unless we make some attempt to include 
this group in our staff training, we essen- 
tially lose all control over what happens in 
these encounters. Polsky * and others have 
pointed out the potential dangers in an 
institution which rigidly separates its pro- 
fessional and child care staff from its house- 
keeping and maintenance staff. Often the 
special techniques needed to work with 
emotionally disturbed children are a source 
of bewilderment to untrained maintenance 
and kitchen staff who raised their own 
children under the maxim: “Spare the rod 
and spoil the child”. For this reason alone, 
they should be included in some part of 
the agency’s training program. 


Group Supervision 


It is important to make clear from the 
outset the nature and purposes of the 
group. For example, will the leader assume 
a directive teaching role, or will he take a 
more laissez-faire stance? Will staff be 
urged to bring up criticism of each other’s 
work, or will this be left for individual 
supervisory sessions? Will the group focus 
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mainly on the children, or on staff rela- 
tionships? 

Another point centers around group de- 
cision issues; here, the leader should make 
clear to the members of the group that 
there are different phases of decision mak- 
ing in groups: 1. A phase of Orientation 
in which the members acquaint themselves 
with the various facets of the problem; 
2. A phase of Evaluation in which the vari- 
ous alternatives for action are discussed and 
compared; 3. And finally, a phase of Con- 
trol in which the members decide upon an 
action strategy and take steps to implement 
iG? 

Problems often occur in staff groups 
when child care workers try to arrive at a 
“quick fix” solution, without first becoming 
knowledgeable about all aspects of the 
problem and all of the avenues open for 
action. Child care workers eager for con- 
crete suggestions may come away grumbling 
that, “All we ever do is talk about prob- 
lems, we never decide anything”. It should 
be pointed out by the group leader that a 
very fruitful session can be held in which 
the staff simply tries to find out exactly 
what is happening, without settling upon 
any immediate solutions about “what to 
do”. 

On a related point, it is essential to make 
clear to staff groups exactly how much 
decision making power they have and in 
what areas they may exercise it. To do 
less than this is to invite ill feeling and 
create barriers between the administrator 
and his staff. It is the author's personal 
feeling that while the child care staff should 
participate in decision-making, a children’s 
institution cannot be run on the model of 
a participatory democracy. Some decisions 
must be reserved for the clinical, or execu- 
tive director and these should be made 
clear from the beginning. Typically, they 
would include ultimate decisions on intake 
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and discharge of children, the hiring and 
firing of staff and matters of major policy 
change. 


Conclusion 


One of the paradoxes in the question of 
child care training is that the problem 
seems to be less with the people we would 
like to train and more with ourselves who 
would do the training. It is with the ad- 
ministrator who thinks that staff training 
consists of subscribing to a few professional 
journals and having a few child care work- 
ers sit in and listen to a case conference 
now and then. It is with the therapist who 
sees no room in his narrow conception of 
the treatment model for child care workers 
to be anything more than custodians. It is 
with the case worker whose only venture 
outside of his office is to refill his coffee 
cup, because to do otherwise would be out- 
side of his “professional role”. Indeed, the 
problem is with any of us—regardless of 
our professional orientation—who refuse to 
accept the fact that the single most impor- 
tant and influential person in the institu- 
tion is the child care worker. If we truly 
participate in helping him to work with 
the child for all of the other 23 hours— 
making available our expertise, while draw- 
ing on his vast practical knowledge and 
skill—then "training" in the formal sense 
of the word becomes less of a problem and 
we will be well on the road to developing 
a truly therapeutic milieu. 
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Moving the Hard to Move 


The authors discuss a program for adolescents who are on their way 
to becoming chronic patients. They found that the youngsters re- 
sponded favorably to a combination of constant direction and pressure 
with activities designed to foster a sense of independence. 


How does one go about developing a 
program for that very hard to place ado- 
lescent group—the inadequate, intellectu- 
ally limited, academically retarded, some- 
times psychotic teenagers, who become 
hospitalized for a variety of reasons but 
whose reason for staying in the hospital 
boils down as much to fear of the world 
outside as it does to the community’s diffi- 
culty in finding a place for them? 

This article describes our program for the 
“non-academic adolescent", touching on 
both our successes and failures and spelling 
out what we feel can be done to overcome 
or circumvent the fear and threat of inde- 
pendent living that is experienced by our 
patients. 

At Mendota State Hospital we have had 
a school program since 1962 which has been 
able to more and more adequately educate 
a broad spectrum of our high schoo] level 
patients. For the above defined group we 
“watered down” our curriculum and added 
some special features, such as budgeting 
and filling out job application forms, which 


The authors are with Mendota State Hospital, 301 
Troy Drive, Madison, Wisconsin 53704. 
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we felt could be useful. This was carried on 
in the classroom and we still had some 
flickering hope that eventually these young- 
sters might yet obtain a high school diploma 
which would in some way open the door 
to expanded job opportunities. But fol- 
low-up investigations of those discharged 
and the difficulty we faced in working out 
discharge plans led us to look for educa- 
tional and training approaches that would 
focus minimally, if at all, on the classroom 
setting. 

Experience with job placement for three 
boys drove home to us the nature and in- 
tensity of their dedication to spending the 
foreseeable future in their hospital home. 
Two of the boys didn't even pay lip service 
to a desire to leave the hospital. Obviously 
more was needed and this would have to 
take place sooner after entry into the hos- 
pital. 

In the fall of 1968 the senior author 
took the “teacher, work-coach" role on a 
full-time basis. He was joined by another 
full-time coach. We selected ten boys and 
seven girls as candidates for a long-term 
effort at fostering both social competence 
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Moving the hard to move 


and a feeling of being an independent re- 
sponsible individual. These 16 to 18 year 
olds had been hospitalized for as long as 
seven years. Their median stay was 23 
months in contrast to the approximate six 
month stay of our average patient. They 
were severely retarded academically and 
their mean IQ was 79. They looked at life 
as simply random forces acting upon them. 
There was no rational plan in the world 
they perceived, and events in their lives 
were seen as being in no way a consequence 
of their own actions. Fate or powerful 
others were seen as the determiners of their 
existence. 


Program Design 


The program that was designed presented 
four related kinds of activities. 


1. Practice in independent functioning and 
social competency 


Our first emphasis was on group discus- 
sion and “activity meetings”. This included 
group planning for social activities, engage- 
ment in the activity both in the hospital 
and the community, and discussion meet- 
ings aimed at fostering insight into self 
defeating behaviors. The meeting also pro- 
vided the opportunity for verbally rein- 
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obtain. Activities have included prepara- 
tion of food, grooming, and other specific 
vocationally related activities such as 
handling laundry. 


3. Community-based work habit training 


Within a short time we came to realize 
that our socialization efforts through dis- 
cussion groups (noted under 1 above) were 
not productive. The group could not in- 
dependently generate goal-directed discus- 
sions and, as the teacher-counselors entered 
in more actively, the patients would “par- 
rot" them. Our hopes for meaningful en- 
counter and growth through discussion were 
shattered, but we did come to recognize the 
extent to which the patients were ready to 
endow us with God-like qualities. To some 
extent, we have attempted to capitalize on 
this. It was after this failure that our role 
began evolving from that of counselor to 
coach. 

We adopted the role of coach to encour- 
age team-work and peer-group reinforce- 
ment for masculine performance. Looking 
at our present mode of operation, group co- 
hesiveness is built by the use of “ordeals”, 
ie. long hikes, rock climbing, overnight 
camping, and "getting lost" (leaving the 
boys to their own devices after disorienting 
them in the woods) 


They looked at life as simply random forces acting upon them. 


forcing appropriate behavior shown during 
an activity, We soon moved toward indi- 
vidual “social-task-assignments” eg. a bus 
ride alone into town and other more spe- 
cifically defined activities. 
2. In-hospital training center 

This was aimed primarily at the girls and 
included improving skills such as manual 
dexterity and speed as these might come 
into play in work they might eventually 
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During this period we attempt to break 
dependency on adults by forcing the group 
to work together. But the coaches remain 
involved in the sense of providing desirable 
role models, Strenuous farm work, improv- 
ing camp trails, tearing down buildings, 
and, finally, group work in a canning factory 
have provided a progression through more 
and more demanding and realistic job de- 
mands. 
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4. Individual on-the-job training 

This has become the final phase of our 
program, final. in the sense that when our 
adolescents reach this point they are work- 
ing for and paid by a private employer. 
This does not imply that our patients must 
pass through each phase in order to reach 
this level. What we have added at this 


If the supervisor knows he is dealing 
with a mental patient he may make too 
many allowances, using kid gloves, only 
to have fo discharge the patient after 
a short period of employment. 


phase is our own involvement, at the pa- 
tient’s side, as trainer. Employers have per- 
mitted us to, in this way, help the patient 
organize the task, e.g. restaurant dishwash- 
ing or factory work, and to develop pro- 
ficiency, Our role as trainer, which we feel 
is crucial, if not completely innovative, en- 
ables us to handle that patient in the man- 
ner that we have found to be most effective. 
We have found that the regular work super- 
visor initially feels uncertain about the best 
way of communicating with the employee. 
If the supervisor knows he is dealing with 
a mental patient he may make too many 
allowances, using kid gloves, only to have 
to discharge the patient after a short period 
of employment. 

Within the past three months the ma- 
jority of our boys have arrived at this level. 
First they worked together in a canning 
factory under the direct supervision of our 
coach, and at the time of this writing five 
boys are working in a variety of community 
jobs under varying amounts of direct super- 
vision from us. With the exception of two 
boys who are rooming alone separately in 
the community, our privately employed 
working group continues to live in the hos- 
pital. This is due partly to their ages and 
also to the lack of compatible living quar- 
ters. We see our girls’ group as approach- 
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ing the point where they too can move into 
community employment. 

This chronological and perhaps too neat 
description of where we are in our efforts 
is not presented as evidence that we have 
arrived at the formula for success. There 
is a tenuousness in the work adjustment of 
four of the five boys now working privately 
and we are well aware of the remaining 
difficulties in overall social functioning. 
But we do feel that: 1. We have culled out 
a number of practices and have gained some 
confidence in others; 2. If we can pick up 
our clients quickly, within several weeks 
after hospital admission, we can combat the 
iatrogenic effects accompanying institution- 
alization. 


Dealing with Chronic Adolescent Patients 


As we have learned what techniques were 
unproductive we have also found a number 
of approaches that have been effective. Fol- 
lowing are several assumptions under which 
we operate and the approaches we use to 
implement our aims. 

l. The unconditional imperative 

Our patients are dependent both on the 
hospital and upon others for leadership. 
Their dependency and fear regarding in- 
dependence may well be of greater magni- 
tude than any positive pull exerted by con- 
ventional reinforcers. Likewise, conven- 
tional punishments, such as isolation in 
one's room, or deprivations may be quite 
tolerable to them if the alternative is a step 
toward independence. 

To deal with this massive resistance we 
make our requests brief and specific and in 
the form of an “unconditional imperative". 
We attempt to overwhelm any attempt to 
resist by shouting down protests and de- 
manding that an action be performed be- 
cause "That's the way it is in this group". 
All complaints, individual wishes, or de- 
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mands for explanation of why something 
must be done are passed off as being irrele- 
vant. We refuse to respond to the endless 
variety of tactics patients have developed 
to avoid performing independently We 
are often amazed at the demanding yet in- 
trinsically purposeless activities they will 
carry out without resistance once the “im- 
perative" ethic permeates the group. Trudg- 
ing through swamps or climbing steep hills 
are examples of such ordeals. 

'The use of the ordeal, noted above, aids 
in the development and acceptance of the 
“unconditional imperative". We have 
found that this can be inculcated into the 
group so that the members themselves come 
to exert a kind of control over a recalcitrant. 
Thus, if one member complains about ill- 
ness, for example, the others spontaneously 
laugh as if to indicate that such a statement 
is incomprehensible if not unthinkable. 
The group, when responding in this 
fashion, is more effective than the coach 
can be. The purpose of the unconditional 
imperative is to convince the patient that 
there is no alternative available to carrying 
out the proposed assignment, and, in a 
sense, we keep him off balance in our effort 
to accomplish this. 

Refusing to even hear complaints and 
constant shifting of attention to positive as- 
pects of a job seem to have good results. 
The patient at times becomes so confused 
by the torrent of praise and push that he 
forgets his complaint and charges back to 
the job with new enthusiasm. 

No attempt is made to be logical or to 
permit the patient a choice about returning 
to work, We have become convinced that 
many of the patients never hear nor under- 
stand the content of what is being explained 
to them. What is said isn’t as important as 
the emotional tone used to communicate 
it. It is most important here to talk en- 
couragingly, in good humor, and fast, all 
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the while pushing the patient back to work. 
Suggestion, then, is in a sense a step be- 
yond the cruder unconditional imperative. 
In this the coach can maintain a pleasant 
manner. 


2. Suggestion 

Many of the patients in the group seem 
especially susceptible to suggestion. Good 
performance can often be maintained by 
periodically telling the patient how much 
he, the patient, likes what he is doing. 
Short pep talks take the place of discussions. 


3. Regular and close communication with 
employers $ 

We feel that weekly checking with em- 
ployers on a patient's work is, by itself, 
ineffective, The work supervisor must be 
encouraged to convey freely what is actu- 
ally happening on the job, and this has a 
better chance of taking place if the coach 
has already indicated that he is intimately 
familiar with all of the client's tactics. The 
work supervisor must obtain a grasp of the 
coach's goal so that he neither coddles the 
“mental patient" only to discharge him at 
the end of the week, nor rejects him out- 
right. 

The opportunity, where possible, for the 
coach to work with and directly supervise 
the patient for at least a brief period is 
extremely useful. Knowing the patient's 
work shortcomings, he can break down the 
units of the job to segments meaningful to 
the patient while still carrying the uncon- 
ditional imperative to the work setting. 


Some Necessary Conditions for Moving 
the Hard to Move 


We have been fortunate in having the 
interest and cooperation of several indis- 
pensable resources in dealing with this very 
resistant group. 

First, we have found a number of em- 
ployers in the community who are willing 
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not only to give our patients a chance but 
also to permit us to spend time right at the 
work station with the patient. We have 
been successful in developing a relationship 
with several employers to the point where 
we can communicate our goals and look to 
them to follow through. 

The vocational rehabilitation counselor 
has made his resources available mainly in 
the form of funds for emergency living ex- 
penses and paying patients for community- 
based jobs such as the forestry work noted 
above. The counselor has also at times 
aided in the coaching, familiarizing himself 
with the jobs and doing the training at the 
work station. 

In the above techniques we are admit- 
tedly bending the client to our will. 'There 
is questionable personal growth at the mo- 
ment of his acquiescing but he is ac- 
complishing the task demanded and we see 
this as being of paramount importance. 
And there is a paradoxical situation inher- 
ent in this; with some success in a job the 
client loses some of his dependence and in 
turn becomes less easy to manipulate. Thus, 
the time should come when the client be- 
gins to view himself as having some com- 
petence for self determination, and he 
might then realize that he needn't permit 
himself to be “conned” into working. We 
have found that at that point the more 
common types of reinforcements can be 
brought into play. 


Good performance can offen be main- 
fained by telling the patient how much 
he, the patient, likes what he is doing. 


Community agencies such as Goodwill 
Industries have likewise permitted us to 
temporarily become part of their super- 
visory team. We have found that with pa- 
tients with relatively good occupational po- 
tential the workshop assignment should be 
rather brief, As with stay in the hospital 
we feel a strong need to convey to patients 
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the idea that their assignment is time lim- 
ited, that they will soon move out to private 
employment. 

We feel we have been successful in orient- 
ing ward personnel to our goals and they 
have been willing to follow through with 
our approaches. In many cases they had 
been witness to the failure of traditional 
educational, treatment, and job placement 
efforts and have been as enthusiastic as we 
have been. 


Conclusions 


We have described our approaches with 
a group of teenagers for whom the prog- 
nosis at best is guarded. In most cases their 
families have been non-existent or have 
not been a useful resource, and these pa- 
tients have experienced little but failure 
prior to entering the hospital, Our hope 
has been to find ways to avoid protracted 
hospitalization and to nudge our patients 
into at least a marginal kind of existence in 
the community. At this date 22 young 
people have been included in the program. 
The five working in the community at this 
time are boys. The girls are considerably 
younger and therefore most of them are not 
able to be placed yet. The fact that our 
coaches are male and that much of our 
activity is male oriented is probably also 
a factor in this. 

We have yet to face the question of the 
duration of our contact with the patients 
after they leave the hospital, though we 
know that some kind of follow-up services 
are necessary. We can look to difficulties in 
social relations and in managing many 
facets of their personal lives. But at this 
point we feel some gratification with our 
ability to bring some feeling of accomplish- 
ment into their lives. Finally, as we con- 
tinue, we are seeking to identify our candi- 
dates very early in their hospital stay and 
to begin our program before their fears of 
life in the community grow beyond reason. 
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School Grades and Group Therapy 


Nine students who were on academic probation attended. group 
therapy sessions once a week during one semester. Their grades im- 


proved. dramatically. 


There are no lazy people. There are 
frightened people, anxious people, bored 
people who have found no meaning in life 
and hence no meaning in the activities nec- 
essary for life. And there are people who 
have unrealistic notions of who they are 
and what they are. They, too, are crippled 
for realistic living. As for students, what 
keeps them from their work for the most 
part is fear of failure, terrible self-demands, 
low self esteem, inability—intellectually or 
emotionally—to cope with the tasks set be- 
fore them. In our culture, students find it 
more acceptable and more respectable to 
plead disinterest and laziness, rather than 
lack of capacity and intelligence, and this 
is the way most students and parents prefer 
to explain failure. 

In the main, young people who have 
school problems are immobilized by their 
fears. When a child is doing poorly at 
school, teachers are wont to attribute it to 
indolence and laziness; rarely to his fears, 
his hang ups or his great desire to please 
his parents, all of which may be debilitat- 
ing and self-defeating. 

There were a number of education ma- 
jor students at Long Island University who 
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had been on probation semester after semes- 
ter. Before expelling them, the then Dean 
of the Division of Education, and the ad- 
viser of the Educational Counseling Service 
thought that as a last chance, they ought 
to be given the opportunity of having a 
group therapy experience. I was asked if 
I would like to take over the group and 
I accepted, having advocated such group 
experiences, not only for students in aca- 
demic difficulties, but for all our students 
for many years. 

About 15 students were originally as- 
signed to the group. Six came once or twice 
and never came back. I was left with a 
group of nine, six of whom came regularly 
and three irregularly. 

In my private practice I seldom experi- 
ence a cancellation. The thought that stu- 
dents who did not pay a fee would reject 
the chance for a therapeutic experience was 
something I could not contemplate with- 
out of severe blow to my self-esteem. But 
this was my own problem and I never com- 
municated this to the group. I held firmly 
to the belief (and I still do) that it was for 
each student to decide whether he wanted 
to attend or not; and if a member stayed 
away, I interpreted it to mean that he 
wasn't profiting and it was, then, a reflec- 
tion on me and not on him. Every absence 
made me feel very uneasy and guilty. 
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From the outset I never asked students 
to work or study harder, for I assumed that 
the thought had occurred to them; or if 
not, someone else had told them of the 
need. Never once did I bring up the mat- 
ter of grades unless they did. I did try to 
listen, to be sensitive to them as they ex- 
pressed their grief, worry and often despair. 
As I listened I often wished that faculty 
members could be present and hear these 
anguished communications, so that they 
could understand what a grade means. 

Although students could attend at most 
ten sessions of one hour and a quarter, not 
one of the nine failed a single course, not 
only during the semester in which they 
participated in the group experience but 
also in the semester that followed. Where 
hitherto their records had been filled with 
Fs, Ds and Cs, after their group experience 
there were several As, B+s, Bs and C-+s. 

Prior to their group experience, grades 
C+ and higher for these students came to 
24.7%; after the group experience it rose 
sharply to 65.0%. Before the group experi- 
ence, grade C and below came to 76.3%; 
after, it was 34.5%. In all their previous 
school experience, these students had failed 
10.4% of their courses. After their group 
experience, they did not experience a single 
failure or F grade for the entire academic 
year. As for the D grade, there was a sharp 
drop, from 31.2% to 9.6%. Even for the 
gentlemanly pass, the C grade, there was 
also a drop from 28.9% before to 22.597, 
after. These percentage deficits in C and 
lower grades were made up by the sharply 
upward movement to grades above C after 
the students became involved with the 
group. 

In their prior years at Long Island, (two 
had attended the university six semesters 
and seven, four semesters), these students 
made altogether one A, which was 0.5% 
of all their grades. In the semester con- 
current with and the semester following 
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their group experience, they made eight 
As, representing 8.6% of all their grades. 
Before their group experience, their B- 
grades came to 2.3%, after, 10.6%; their 
B grades before, 9.8%, after, 25.8%; C+ 
10.4% before, after 17.1%. After the group 
experience, their grades rose markedly 
from the lower end to the higher end of the 
grading scale. 

During the semester of the group meet- 
ings, I asked the students to write brief 
reactions to each session and several of 
those are quoted here. 

At the start, they found talking difficult; 
and their communication was random and 
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Although they were doing unsat- 
isfactory school work, it appears 
that every member of the group 
had the requisite intelligence to 
perform the academic tasks set 


before them. 
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desultory. They could not understand how 
plain, ordinary talk could help them with 
their grades. All were reluctant to reveal 
their probationary status and their silences 
were long and severe. 

These are two typical early reactions: 


I noticed today that we, as a group, have 
a lot in common as to why we are on pro- 
bation, but that our fears of being with 
strangers prevent our really coming out 
with the true facts of our problem. . .. I 
am sure if someone starts, others will fol- 
low. 


I don't see how anyone can really be 
helped. . . . and there are many things I 
won't say because there are other people 
in the room. 


One member took to the process imme- 
diately: 


After leaving the first session I felt as if a 
great burden was lifted from my shoulders 
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"One thing we have in common is meddling parents." 
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because for the first time in my life I could 
speak freely of the personal problems 
which I have been faced with in the last 
few years. . .. For the first time in a long 
while I didn't feel any anxiety about being 
in a classroom. 


Mostly, however, they did not know how 
to articulate feelings; and they resented 
having to make the effort. This was a hard 
stage for them and for me. Wrote one 
member: “If it seems that I don't partici- 
pate as much as the others, it’s just that 
I get very upset telling my problems. . . . 
I hope at future meetings it won’t bother 
me as much to tell my problems.” 

Gradually, they talked less and less about 
school and grades and sought each other 
out for support and comfort. Bound as 
they were by a common grief—the pain 
and the hurt and the shame of their proba- 
tionary status—the group slowly began to 
jell and assume a close, in-group quality. 


I was happy during this session because 
I felt that we are learning different facets 
of each other’s personalities. I felt in the 
past our lives started and ended with 
classes and that we had no other lives out- 
side of school. During the hour we spoke 
of ourselves socially. 


It is amazing to what extent parents 
figure as a disturbing influence to the mem- 
bers of the group; how, instead of helping 
them, they fill them with disturbing emo- 
tions, so that the tasks in connection with 
school do not become a personal student 
involvement but a way to win parental 
approval and an honorable and respected 
position in the family. For these students, 
school represents nothing but a vehicle to 
get grades sufficiently high so that parents 


Vol. 54, No. 4, October 1970 


will think well of them. For the openly 
rebellious, a struggle may develop between 
student and parents. The parents will 
badger their offspring: “Have you studied 
enough?” “What grades did you get on 
your examination?” “Have you done your 
homework?” The educational experience 
becomes subsidiary to parental needs and 
demands. In such instances, there may be 
acrimony and bitterness and sometimes de- 
spair, not because of what goes on at school 
and what school represents, but at what 
goes on at home. Here are typical student 
reactions: 


I was very glad to see that I’m not the only 
one with “mother problems.” 


One thing we have in common is meddling 
parents. I am not saying this is the cause 
of our probation status, but it may very 
well be one of the causes. 


The parents took the responsibility of 
the school task away from their children. 
Further, no matter how they rebelled and 
how bitter the acrimony, these students 
took it for granted that their parents were 
right and that they were worthless. Al- 
though this did not make them better able 
to cope with the school situation, it did 
make them feel guilty and inadequate. 
These feelings, in my judgment, only ac- 
centuated students’ anxieties and made 
them less able to meet school demands. In 
the group sessions, students began to per- 
ceive how parents figured in the school 
situation, and to understand better the 
nature of their parental relationships. One 
student writes: 


I realize that my mother will never be 
pleased. That is something I never real- 
ized. I'm sure this . . . will help me... 


528 


now and in the future. For if I keep listen- 
ing to her, I may find I’m living for her 
rather than for me. 


Although the matter of grades and pro- 
bation was always present, the discussions 
soon went far afield of grades. They in- 
cluded their whole persons; how they strug- 
gled, how they failed, also, how they tri- 
umphed, In my opinion, this proved to be 
the most valuable part of the experience 
since it helped them gain realistic insights 
into their own difficulties and their own 
persons. 


I feel that much was accomplished in 
(our last session) in that the meeting 
really brought me to thinking why I got 
marks as I did . . . The family situations 
described (by others) were somewhat like 
my own so I was helped in that area as well. 
+++ Though I don’t fully understand why 
Tve been so erratic in my work, I know 
that it has been at least 90% of my own do- 
ing and I aim to better myself. 


In the final stage, they were a united 
group, working in unison, understanding 
one another, better aware of their own 
feelings and their own problems, more 
realistic about what needed to be done. 
Below is one reaction articulating this new 
awareness of self, these new insights and 
new resolutions. 


I truly believe that our indedness 
about our individual problems has helped 
us to achieve our success. If we can con- 
tinue to verbalize about ourselves, then 
surely we can allay our fears about school. 
: ++ Of course, we have to work and study, 
but I feel that by talking, half the battle 
to get off and stay off probation is won. 


I asked for a final reaction as to how 
they viewed their experience and requested 
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that they send me their final grades. These 
were mailed to me after their final exam- 
inations and long after the group had 
broken up. I wish there was sufficient space 
to quote these communications verbatim. 

One in particular sums up the many re- 
actions: 


++. it was a very good feeling to know that 
there were others in the same category as 
myself; and that there was a person, such 
as yourself, who seemed to take an honest 
interest in each individual. I feel that now 
that I am off probation, I will stay off. 


Discussion 


At first the group members did not know 
how to talk and were reluctant to talk. 
Each member of the group thought that 
“being on probation” was unique to him 
and each carried this burden for the most 
part secretly and in shame. When they 
discovered that all in the group were on 
probation, it had an exciting, liberating 
effect, Eventually, their common problem 
served as a bond and a tie to unite them. 

I want to emphasize that in none of the 
sessions did I bring up the matter of their 
grades; in no instance did I make them 
feel that I wanted them to get higher 
grades, or that I was in any way involved 
with their grades. 

Although the group members' probation- 
ary status was always present, once they 
revealed themselves as persons, they dis- 
cussed grades from a deeper and more sig- 
nificant point of view. Grades became 
linked with their anxieties, their hopes, 
their weaknesses, their failures, their par- 
ents, etc., etc. 

In the group, the members received re- 
gard, encouragement, support, affection. 
Their ego strength increased, their self- 
respect rose, and as one of the outcomes, 
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I believe, they were able to confront their 
school situation in a healthier and more in- 
telligent way. They were able to view 
themselves and their problems more in- 
sightfully, more realistically. One spoke 
of anxieties so great that she could scarcely 
live through an examination. Others spoke 
of frightening instructors who marked you 
down for anything and everything so one 
couldn’t think. My heart went out to these 
unfortunates, as they tried so hard to make 
themselves small and inconspicuous in 
class, fearful of being called on. Others 
spoke of personal situations which they 
faced that kept them so distraught that 
they were immobilized from doing any- 
thing. “I got started studying and then 
my mother got after me and we had the 
worst fight in a month and I couldn't study, 
and she said I was no good and I would 
never be good.” ‘The tears rolled down 
her eyes. "I couldn't study . . . and I 
couldn't sleep that night." 

The group experience made the mem- 
bers more articulate. Before they were 
silent in class—outsiders. As they became 
more aware of their feelings and better 
able to articluate them, several managed 
to develop more personal relationships with 
some of their instructors and, best of all, 
a number became more active as class par- 
ticipants, These began to feel like persons 
and act as persons, not nonentities. 

When I discovered that the group mem- 
bers made even higher grades in the follow- 
ing semester than they did while they were 
undergoing the group experience, I was 
puzzled until the thought occurred to me 
that they did not have the full force of 
whatever is therapeutic in a group until 
the following semester; and that this could 
account for the difference. 

Although they were doing unsatisfactory 
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school work, it appears that every member 
of the group had the requisite intelligence 
to perform the academic tasks set before 
them. In fact, several became, after the 
group experience, not only successfully 
functioning students but superior students. 
The question arises: On what exactly does 
academic success and failure hinge? Are 
grades a symptom of the whole functioning 
person, who and what he is, and not pri- 
marily a matter of intelligence which 
hitherto was regarded as the main and only 
component. If yes, what are these other 
factors? Further, if these students had not 
undergone the group experience, what 
would have happened to them? How 
would their lives have been changed? 
This is a matter not to be taken lightly. 
In our society, college graduation is the 
union card for valuable rights and prere- 
quisites, vocational, social and even marital. 
Would they have righted themselves on 
their own or would they have been expelled 
as academic failures with all its inherent 
emotional and psychological trauma, very 
often lifelong. 

This is not a statistical study. It is rather 
an account of nine persons, each one apart 
and separate, who participated in a group 
experience. Although we can conjecture, 
I do not believe that at this stage we know 
exactly what happens to the members in a 
group of this kind; how a group affects each 
in it; and how each in it affects the group. 

The hope is that with time, with further 
study and inquiry, the process will be bet- 
ter understood and therefore better con- 
trolled, and hence, we will be more able 
to replicate outcomes. Even with our 
present knowledge, we have every reason to 
believe that when a group works, it can be 
highly salubrious and therapeutic, in ways 
which we have not nearly plumbed. 


Alfred M. Wellner, Ph.D. 
Lewis M. Garmize, Ph.D. 
Gregory Helweg, M.A. 


Program Evaluation: A Proposed Model 


for Mental Health Services 


The authors propose a model of evaluation that will help mental 
health program planners and directors to conceptualize the issues and 
components of a program evaluation system. It includes three levels— 
Outcome Effectiveness, Strategy and Systems Overload—that can be 
examined to provide a clear picture of the sevice. 


This paper is an attempt to provide a 
basic model for the systematic collection 
of relevant information to permit person- 
nel to evaluate their programs and to, 
thereby, modify the programs to achieve 
maximum output from available resources. 
There is a need for an evaluation model 
that serves to stimulate the application 
of evaluative procedures for mental health 
services and function as a general guide 
to concepts in evaluation for personnel 
with relatively limited experience in this 
area, Goals in the field of mental health 
have been primarily "non-operational" in 
the sense used by March and Simon". 
That is, the means of testing action have 


Dr. Wellner is Chief of Psychology Programs, 
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W. Preston St., Baltimore, Md. 21201. Dr. Garmize 
is Consultant in Psychology, Maryland Department 
of Mental Hygiene and Mr. Helweg is a psychology 
doctoral candidate at the University of Maryland 
and a Career Trainee with the State Department 
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not been perceived to be related to a par- 
ticular goal or criterion with possible al- 
ternative courses of action. 

There have been recently, a number of 
reports and papers on program evaluation 
in mental health.^ 9.5.9 Suchman's? text 
is an excellent work on the principles 
underlying evaluative research in service 
and social action programs. The survey 
of a selected group of community mental 
health centers, however, indicates that 
little or no evaluation was being con- 
ducted at that time? Few of these reports 
have given systematic attention to the 
planning strategies and dimensions of 
choice which structure the complexity of 
the evaluative process. 


The Model 


This proposed model for program evalu- 
ation is based on the premise that all pro- 
grams can be systematically reviewed for 
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the purposes of: a) determining the char- 
acteristics of services provided or the pro- 
cess of service delivery; and b) the degree 
to which the stated objectives of the service 
are being met. The model also assumes 
that these are two separate and distinct 
evaluative processes, The model also sup- 
ports the principle that evaluation should 
provide information on why a program did 
not meet a stated objective or goal, and 
not just whether it did or not.® 

In addition, this evaluation model recog- 
nizes the need to systematically identify 
service and administrative demands which 
are not being met. That is, it seems es- 
sential to also identify actual demands as 
well as theoretical needs of the facility and 
its personnel. 


Level I—Outcome Effectiveness 


This level of evaluation tests the as- 
sumption that intervention changes the 


consumer or target population in the di- 
rections specified. The question answered 
by the level is, “Has the program been 
effective in attaining the goals specified?” 

These goals must be precise and mea- 
surable. The intervention may be con- 
sidered as "treatment" or "services" In 
order to clearly establish the relationship 
between the intervention and the goal, 
pre-intervention measures are necessary. 
Post-intervention measures are also neces- 
sary if careful and meaningful comparisons 
are to be made. In addition, pre- and post 
intervention measures must be taken on 
potential consumers of service who do 
not receive the intervening treatment (a 
control group). 

Changes in desired directions on post 
intervention measures, if they occur, are 
not sufficient tests of effectiveness. It is 
possible that these same changes could 
result from just the passage of time. It 
is therefore necessary to include compari- 
sons with groups receiving no intervention. 


THREE LEVEL EVALUATION MODEL 


Evaluation 
Level 


Level I 


OUTCOME 
EFFECTIVENESS 
LEVEL 


Nature of Data 


Pre - Post Intervention 


Measures 
(outcome research) 


Level II 
Goal STRATEGY Program Characteristics: 
-- LEVEL aoe me tnim. who, what, where, etc. 
Objectives Process Review 
Level III 
Administrative and 
.--.] SYSTEM OVERLOAD [na.n] Clinical Demands - Unmet 
LEVEL Demands 
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The basic effectiveness evaluation level 
includes the following essential elements: 


a.identification of precise and measur- 
able goals 

b.selection of potential consumers (tar- 
get groups) 

c. obtainment of pre-intervention mea- 
sures 

d. application of intervention to part of 
potential consumer group 

e. obtainment of postintervention mea- 
sures 

f. comparison of results: 
l. pre- and post comparison 
2.intervention and non intervention 

comparison 


Further refinements, yielding more pre- 
cise information, may be introduced. For 
example, rather than simply obtaining pre- 
and post intervention measures, one could 
obtain measures at various stages of inter- 
vention (e.g. 2nd, 10th, 16th session) and 
again at the termination of the interven- 
tion and at intervals thereafter (e.g. 6 
mos, l yr, 5 yrs). These refinements re- 
quire considerable effort and manpower 
committed to evaluation or programs. The 
instrument selected for measurement will 
depend on the goals specified and can in- 
clude behavior measures, rating scales, in- 
terview data, etc. 

Evaluation at this level normally re- 
quires considerable research input not 
normally provided by on-going programs. 
It is essential, we feel, for program di- 
rectors and other personnel to be aware of 
the special research need of attempting to 
deal with the issue of program Outcome 
Effectiveness. 


Level II—Strategy 


In this evaluation level, information is 
obtained regarding the nature of services 
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provided. Basically, it answers the ques- 
tion of who is doing what to whom, when 
and where. Information derived from 
this level gives a clear analysis of how 
staff is using its time and the characteristics 
and process of the services provided. 

Most programs routinely collect infor- 
mation on the characteristics of services 
provided. Budget requests are usually 
accompanied by data which reflect. some 
aspects of services rendered and the nature 
of the personnel who are providing the 
services. The following outline provides 
for the identification of Level II com- 
ponents and for facilitating analyses and 
comparisons of the major groupings. The 
specifics under each grouping will have to 
be determined by the nature of the pro- 
gram. It would be very difficult if not 
impossible to try to identify each and every 
possible category under each heading. 
(For example, under the “who” component 
we have listed community agent as a sub 
group) There are too many different 
kinds of community agents (police, wel- 
fare workers, ministers, etc.) for a complete 
listing. Each program can identify the 
groupings appropriate to its services. 


Definition of Components 


A. Who—Who is providing the Service? 
Description of training and experi- 
ence of staff providing service. 

B.What—What is the nature of the 
problem and service function? De- 
scription of service provided in re- 
lation to problem presented. 

a. Target Problem 
What is nature of problem pre- 
sented? (Medical, Behavioral, So- 
cial or Educational) 

b. Function 


What is nature of the service pro- 
vided? 
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C. To Whom—Who is the recipient of 
the service? What is the target or 
consumer group? 

D. When—What time period is the ser- 
vice provided? What time of day or 
what time of stress or when in con- 
sumer's life experience is service pro- 
vided? 

E. Where—Where is the service pro- 
vided? 

l. A mental health facility (hospital, 
clinic) 

2.An existing community agency 
(welfare, church, etc.) 

8. Turf *—where the crisis or prob- 
lem occurs (e.g. home job, location, 
street, etc.) 


As can clearly be seen, information 
gathered at this level will give a good 
overview of the nature of services pro- 
vided, the delivery of those services, and 
their extent. It will also delineate the 
professional functions and the target prob- 
lems with which the program is dealing. 

Describing functions according to the 
Strategy Level gives a clear account of the 
options exercised in the program. These 
data provide a view of the community 
served, alternatives or additions of man- 
power utilization, of service rendered, the 
target problems. 

Data included in Strategy Level evalua- 
tions do not necessarily bear on the ef- 
fectiveness of the program. These data 
do identify specific interventions, however, 
and in so doing they may identify the 
steps in Outcome Effectiveness evaluation. 
Strategy level data do not in themselves 
justify the program. 


* Term suggested by Gregory Helweg. 
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Systems Level III—Systems Overload 


In this level of evaluation, the issues 
regarding the demands on the services, both 
administrative and clinical, are identified. 
It is essential to maintain on-going records 
if the services staff is unable to provide 
them because of personnel or budgetary 
limitations, Backlog of dictation, unmet 
speaking engagements, waiting lists for 
clinic services, staff inability to accept in- 
vitations to join local committees, etc., all 
reflect an overload of the system and 
should be identified. This level data re- 
flect what could be done if additional ser- 
vices were available or a different utiliza- 
tion of services were designed. 

This level of evaluation, like the Strat- 
egy Level, is one which is often associated 
with budgetary request justifications. It 
provides data on which many programs 
expand in response to demand—sometimes 
(too often) without the benefit of an Out- 
come Effectiveness study. That is, de- 
mands create overloads on the system which 
responds by expanding itself. It may be 
that if the system were evaluated and pos- 
sibly re-structured without additions, the 
demand could be met more effectively and 
efficiently. The development and expansion 
of the state hospital system is a good ex- 
ample of the potential problems of expan- 
sion to meet “demands” without systematic 
analyses. 

In a program which has been evaluated 
at the Outcome Effectiveness level and 
found to be effective in meeting program 
objectives, such System Overload data is 
particularly helpful in support of expan- 
sion requests. In those programs where no 
such evaluation has been accomplished, 
Systems Overload data do not necessarily 
support requests for expansion. 

Programs in the field of mental health 
have very rarely been evaluated at any of 
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the above three levels. Research studies in 
the literature are primarily of the Effective- 
ness Levels of very specific intervening ac- 
tivities. The statistics that are usually col- 
lected in mental health services regarding 
number of patients seen, (Psychiatric Case 
Register, for example) type of treatment 
provided, are primarily of the Strategy 
Level and are usually quite restrictive in 
terms of content. Very rarely does this in- 
formation lead a program director to 
alter his program or to be able to refine or 
redefine it. The Systems Overload Level 
is the one with which administrative per- 
sonnel have been primarily concerned for 
budget requests, without, however, the ac- 
companying Outcome Effectiveness level 
data. 


Summary 


This model is proposed to assist program 
planners and directors in the field of mental 
health to conceptualize the issues and com- 
ponents of a program evaluation system. 
The Strategy Level can be used by program 
developers to assure the inclusion of all 
components of a delivery system. It can 
also be used as a preliminary guide to the 
kinds of data that should be collected in 
order to have base-line information on the 
nature of services. 

The combination of the three evaluation 
levels provides a concise and yet complete 
picture of the services, their problems, and 
their characteristics. It should be pointed 
out that programs which attempt to use an 
Outcome Effectiveness Level evaluation 
model, will require individuals assigned to 
data collection, and research efforts. To 
realistically answer the question of how ef- 
fective a program has been, measures will 
have to be taken before and after the intro- 
duction of that program. Indeed, it would 
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be advisable for such Outcome Level evalua- 
tions to also include a comparable target 
group for which no intervention is pro- 
vided which can be compared with the 
target group for which the service has been 
designed. This would provide an even 
more rigorous comparison and analysis of 
the effect of the service intervention. 

The Systems Overload Level should assist 
directors of mental health services to be- 
come aware of the need to classify and 
categorize the kinds of demands made upon 
the services which are not reflected in the 
usual statistics and patient records. 
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Kenneth Z. Altshuler, M.D. 
John D. Rainer, M.D. 


Observations on psychiatric services 


for the deaf 


Total deafness from birth or early childhood is marked by a severe 
communication barrier and great difficulty in learning verbal lan- 
guage. These deficits often complicate neurotic or psychotic symptoms 


which may exist. 


The authors describe their experiences in working 


in a comprehensive program of services to the deaf mentally ill. Experi- 
ence has shown that some individual therapy with group therapy and 
pharmacotherapy are effective. In addition, consultation, treatment 
and group meetings with deaf students and their parents serve the pur- 
pose of prevention and early detection of emotional difficulty. 


Being deaf from birth or early life means 
that audition is not available as an avenue 
of communication with the world outside. 
"The most obvious resultant difficulty is the 
failure to learn verbal language without 
years of special schooling and arduous, 
unrelenting effort. So demanding is the 
task that only about one quarter of those 
with early total deafness ever develop really 
usable speech—the majority relying pri- 
marily on manual communication, the lan- 
guage of signs and finger spelling. While 
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there had been several studies attempting 
to discern and define the psychological 
sequellae of deafness?.* 5 psychiatric in- 
terest in this group emerged only in 1955, 
when New York State established its first 
Mental Health Project for the Deaf. Over 
the next 15 years, the program evolved so 
that it now provides a complete set of 
psychiatric services. 

Early findings and current organization 
have been reported elsewhere,’ 7 8 and the 
present paper will focus only on a discus- 
sion of the techniques found applicable to 
work with the deaf, some of the indications 
for them, and the results achievable when 
a balanced program is available. By way 


This paper is adapted from one presented to the 
Institute for Psychologists to Deaf Children at the 
University of Pittsburgh, May 1968. 
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of general introduction it should be said 
that for effective psychiatric work with 
most deaf patients, a knowledge of manual 
language is the sine qua non.* 

Individual therapy continues to be the 
primary weapon in the psychiatrist's ar- 
mamentarium. Psychoanalytic work, modi- 
fied of course to allow for face-to-face com- 
munication, has been useful in only an 
occasional case. 

The more widely applicable approach 
has been a combination of supportive treat- 
ment with the achievement of limited in- 
sight. Many patients are unsophisticated 
or have little motivation for the struggle 
required to make a firm internal change. 
They approach the doctor on a magic- 
craving level, hoping he will convert the 
environment or somehow do away with 
the problems.® Supportive therapy allows 
one to make use of this tendency rather 
than to analyze it. Direct guidance and 
counsel are the tools, and the parentified 
relationship with the therapist is the vehi- 
cle. This approach is useful with the more 
psychiatrically disturbed outpatients and 
with the hospitalized deaf patient, many 
of whom have severely underdeveloped 
communication skills. Role playing and 
instruction in social and job relationships 
and expectations are often required, as is 
also the actual teaching of language—espe- 
cially to hospitalized patients.** Changes 
in behavior initiated at the therapist's di- 
rection will often lead to the patient's 
becoming more comfortable and thus pave 
the way for him to begin to see what it 
was in his previous behavior that had 


*' The staff of New York State's project—aides, 
nurses, social worker, psychologist and physicians 
—are conversant in manual language, and weekly, 
continuing classes have been held since the first 
project was activated. 

** A full-time teacher of the deaf is part of the 
cadre in New York's inpatient unit. 
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elicited unpleasant situations. This is the 
limited insight aimed for, since deaf pa- 
tients are often strikingly unaware of the 
impact of their behavior on others.? With 
the recognition that what they do has an 
effect on other people a whole new vista 
of human relationships may be unveiled. 

Group therapy has also been adapted for 
work with our deaf patients. We began 
such treatment with the first several pa- 
tients available (females) when the in- 
patient unit opened in April 1968. After 
three months with this group of ladies it 
was apparent that, despite some movement, 
little was happening. When the first male 
patients arrived and were included in the 
group, things perked up  noticeably— 
grooming improved in both sexes, and moti- 
vated behavior appeared more clearly: 
rivalry, sexual interest, and active with- 
drawal, for example. From this we decided 
that the groups should have members of 
both sexes. 

Later we tried an experiment in self 
government, to foster independence and 
a sense of responsibility, At first patients 
motivated each other to improve their 
communication abilities or ward perfor- 
mance, and made recommendations for 
ward improvements or even with regard 
to minor self-disciplinary measures. Then 
a young psychopath bullied his way to the 
presidency, converted the democracy to a 
dictatorship, and held kangaroo court on 
the defiant. We suspended the government 
and learned that group work with hospital- 
ized deaf patients required firm, though 
flexible leadership. 

As the group experience continued to 
unfold it was also clear that the patients 
required consistent encouragement to eval- 
uate each other's statements and their own 
reactions to one another, It was also noted 
that, in addition to being deaf and men- 
tally ill, many of the patients were in- 
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credibly naive and ill informed. Long 
hours were necessarily used for just con- 
veying information or a concept: an em- 
ployer’s expectations on a job, for exam- 
ple, or why honesty or restraint is generally 
preferable to the self-willed grab. This 
further emphasized the need for flexible 
leadership under which the group could be 
used as a forum for general education as 
well as more directed psychotherapy. 
We also adopted the use of a patient as 
group leader or co-therapist for one of the 
three sessions a week that the groups met. 
This was done in a further attempt to foster 
leadership, self respect, and reality-oriented 
critical thinking, and to structure the group 
toward mutual involvement and away from 
nagging concrete questions to the therapist 
about “When do I leave the hospital?” and 
“When do I get more (hospital) privileges?” 
Following these principles, our experi- 
ence has indicated that group therapy for 
the psychotic deaf is well suited to serve 
as a vehicle for broadening general experi- 
ence and for learning to function in what 


meetings with adolescent students are also 
conducted. 

Results of the groups thus far suggest 
that they are achieving their purposes. 
Complaints about the school and its pro- 
grams and regulations have served as a 
springboard to develop ideas about per- 
sonal ambitions and responsibilities. In 
a number of students there has been a 
notable shift from self-willed rebellious- 
ness to better cooperation, longer range 
planning, and a sense of themselves as re- 
sponsible, maturing young adults. 

Groups of parents meet as well with the 
psychiatrist in charge of this part of the 
program. One group is composed of par- 
ents of young deaf children (five to eight 
years of age) and another of parents of 
older, adolescent students. The parents of 
younger children have responded hungrily 
to the group opportunity. Parents of older 
children, while evidencing great need for 
counseling, have been more difficult to 
involve in the group sessions. Having 
raised their children to the ages of 16 or 


When the first male patients arrived and were included in the 
group, things perked up noticeably . . . 


is a society in microcosm. It has been 
found to be a valuable adjunct to the in- 
dividual therapy, medication, social work 
services and other ancillary programs of 
treatment available at the unit. 

The most recent additions to our pro- 
gram of psychiatric services for the deaf 
are a preventive effort at a school and a 
rehabilitation program extending from the 
hospital into the community. In the school 
we provide individual consultation and 
treatment, and discuss the findings with 
teachers and cottage parents so as to assist 
the student to function and to succeed, and 
enable him to mature healthfully. Group 
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17, they apparently have developed com- 
fortable ways of insulating themselves 
against their own conflicting feelings. As 
a result they have a vested interest in see- 
ing themselves as “good” parents, and 
they tend to blame any difficulties on the 
school or other social influences while ra- 
tionalizing their own distorted ideas as 
being well founded in reality. 

A final word about the rehabilitation 
aspect of the psychiatric program. To help 
patients bridge the gap from the structured 
hospital to the community we have de- 
veloped a working relationship with Foun- 
tain House, a halfway house in New York 
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City. The House program calls for living 
accommodations in separate, though super- 
vised, apartments and supervised work 
ranging from office duties to participation 
in a thrift shop, a car wash, and industrial 
activities. A number of our patients with- 


It is worth emphasizing that at 
eleven to thirteen dollars per 
hospital day, each patient-year 
averted saves the state govern- 
ment at least $4,000. 

—ÓÓÁ a 


out families or roots have been helped into 
community living through this program. 
Our tiein with the Division of Vocational 
Rehabilitation allows us to open cases and 
make arrangements early while patients 
are still on the ward, so that training pro- 
grams are available soon after discharge 
and may be continued from a patient's 
own home base or the halfway house living 
quarters. 

At this moment we cannot predict with 
any certainty the results of a preventive 
program. If measurable at all, its tangible 
effects will only be felt after several years. 
While evaluation of psychiatric results 
poses a host of problems generally, a rea- 
sonably clear measure is attainable with 
the inpatient unit and rehabilitation pro- 
gram. Here each patient serves as his own 
control, and his previous history, coupled 
with a knowledge of what hospital treat- 
ment may usually offer, can allow some 
basis for prediction. We obtained such an 
independent prognosis for all patients pres- 
ent in the hospital unit during the first 
two years that the rehabilitation program 
was in effect. A psychiatrist with long 
years of state hospital experience reviewed 
cach patient's record and made his predic- 
tion according to the following categories: 
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Poor—patient will probably remain 
chronically hospitalized for life. 

Guarded—no real improvement ex- 
pected, may be out of the hospital briefly, 
but will probably be in the hospital more 
than out for the balance of his life. 

Fair—some improvement expected, prob- 
ably will be out of the hospital more than 
in, although exacerbations of illness are 
expected. 

Good—chance of permanent rehabilita- 
tion with no or occasional brief returns 
to the hospital. 


After two years of operation we charted 
the following results. Of the 47 patients 
expected to remain hospitalized for life, 
18 achieved good or fair results. Similarly 
for 14 of the 16 patients expected to be out 
of the hospital briefly at best, the results 
were also good or fair. All with current 
results of "good" and all but three in the 
"fair" category have been discharged from 
the hospital. Of those with original prog- 
noses in the “poor” category, seven are now 
working, three are in training programs, 
and three are effective homemakers; the 
comparable figures for the "guarded" group 
are five working, one in training, and four 
homemaking. It is worth emphasizing 
that at eleven to thirteen dollars per hos- 
pital day, each patient-year averted saves 
the state government at least $4000. Less 
tangible but just as gratifying are the per- 
sonal benefits derived by a person who can 
leave the hospital to contribute produc- 
tively to his own support and fulfillment. 
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Flowing with the guaro- 


Rail lights, 


| am in an underwater 


Ecstasy of 


Light and smoothness. 


Flow on, 
Drive on, 


| may 
Come to dry land 


Yet, 

Touching friendly 
Earth, 

Solid earth, 


Wonderland earth, 


And no longer 
Needing 


The fantastic waterways 


Of my dreamings. 
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Phyllis Rolfe Silverman, Ph.D. 


The Widow as a Caregiver in a Program 
of Preventive Intervention 


with Other Widows 


"I know what it is like. Let me help you." 


The author discusses the use of a self help group in preventive inter- 
vention. In this case, a group of widows reach out to recently widowed 
women and offer support in helping them adjust to their new life. 


One of the primary problems programs 
of prevention face is how to seek out people 
who have not asked for help. There is the 
question of who is the appropriate caregiver 
for such a population? * The Laboratory of 
Community Psychiatry confronted this 
dilemma when it tried to develop a pro- 
gram that would prevent emotional illness 
in a population of bereaved people. In this 
instance the target population with the high 
risk of developing serious emotional dis- 
tress consisted of younger widowed people. 
A caregiving group had to be defined that 
would be acceptable to them. This paper 
describes the caregiving group chosen, their 
special qualifications as interveners, and 
discusses the kind of intervention they pro- 
vide. 


The caregiving group consists of other 
eS es 
Dr, Silverman is Project Director of the Prevention 


Intervention Study, Department of Psychiatry, The 


Laboratory of Community Psychiatry, Harvard Med- 
ical School, 58 Fenwood Road, Boston, Mass. 02115. 


540 


widows who have recovered from their be- 
reavement. It was hypothesized that if an- 
other widow reached out to the new widow 
she would be accepted as a friend because 
she was someone who understood since she 
had been there herself? Does experience 
bear out this notion that the recovered 
widow is an appropriate and accepted 
helper? The material that follows presents 
data which provide some answers to this 
question. 


The Widow to Widow Program 


The Widow to Widow Program, as this 
demonstration in preventive intervention 
is known, has been in operation for three 
years. Five widows have reached out to 
over 400 new widows under the age of 60 
in this time.‘ 

The widow caregivers, called aides hence- 
forth to distinguish them from the widow 
recipients, all live in or near the community 
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they serve. They have all been widowed 
about three years, are for the most part in 
their mid-forties, and have no more than 
a high school education. While their hus- 
bands were alive, they devoted themselves 
to raising their children and keeping house. 
Two of them did help their husbands in 
his business. After his death they all had 
to think of supplementing their income, 
which came largely from social security and 
pensions. 

Each of the aides had become involved 
in community activities subsequent to their 
becoming widows. It was through our con- 
tact with these community organizations 
that we were able to recruit them. Until 
now they had never thought of earning 
their living helping people in this way. All 
of them could talk about their bereavement, 
the very difficult time they had and the cur- 
rent problems being widowed still created 
for them. They had only one reservation 
about the program as it was described to 
them. They wanted to be sure that service, 
not research, was the main purpose of what 
they would be doing. 

In order to assure that their experience 
as widows would be utilized to the maxi- 
mum no attempt has been made to super- 
vise their work. At weekly group meetings 
people they visit are discussed, and they 
use each other as well as myself for consul- 
tation about what they have done and about 
how they might proceed. Most frequently 
they chart an independent course of action 
which seems right for them and the new 
widow they have visited. 

They quickly corrected our notion that 
within one year, or less, a widow has recov- 
ered from her bereavement. They feel that 
although by then she may be over the acute 
stage of her grief, she is not recovered, and 
may even be depressed by her growing 
awareness of what the loss means, They say 
à widow never recovers but rather learns to 
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adjust to the situation. They thought this 
took about two years to accomplish. It 
involves an ability to repattern her life 
without a husband, to find new friends, new 
interests, and sometimes a new career. It 
also means learning to live with loneliness. 


Initial Reaching Out and Service Offered 


How is their experience translated into 
their work? Their first task is to establish 
their credentials as an appropriate care- 
giver; that is, as someone the widow will 
accept and see as potentially helpful. The 
new widow first learns that the aide, too, is 
a widow in the letter of introduction she 
receives. The stationery has the names of 
the three religious groups sponsoring the 
program on it.* In the letter the aide tells 
the new widow that she will visit at a given 
time on a given day. She gives her home 
phone number and invites the widow to call 
if for any reason she does not want the aide 
to visit. 


qu——"nn nmm 
They wanted to be sure that ser- 
vice, not research, was the main 
purpose of what they would be 
doing. 


'The aides do not feel that a visit before 
three weeks would be useful to a new 
widow. At the moment of acute bereave- 
ment they do not feel that a new widow 
can identify with another widow, because 
she still thinks of herself as a married 
woman. 

Several things influence the widows' re- 
sponse to this letter. One is their willing- 
ness and readiness to consider that they are 


* The program is sponsored by the Archdiocesan 
Council of Catholic Women, the Mt. Bowdoin YM 
and YWCA and Temple Beth Hillel. These are 
community based agencies traditionally involved at 
the time of a death in the family. 
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now widowed. Some women thought this 
was a "terrible thing to call me" and threw 
the letter away.* Others thought they were 
"already on a mailing list, now what do 
these people want?" Still others were im- 
pressed with the fact that someone cared, 
and were reassured by the names of the 
religious organizations on the letterhead. 
Some of their reactions were colored by who 
else was available to talk to.** Some women, 
therefore, called and told the aide not to 
come; others chose to let her visit because 
they lacked the energy to call and refuse 
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the widow what benefits she is entitled to 
and how to be sure of getting them. One 
widow saw this discussion about money as 
an: 


"affirmation of life. It makes you think 
about what is needed to go on living and 
reminded me that that's what I have to 
do." 


The aide's willingness to answer ques- 
tions about her own widowhood seems to 
give the widow permission to unburden her- 
self. 


Many women see widowhood as a social stigma. 


the visit. Some simply weren't home when 
she arrived, but most looked forward to the 
visit. Many widows subsequently became 
involved with the program although their 
initial response to the aides’ offer to visit 
was negative. 

Once they sensed there was no ulterior 
motive in the aides’ interest, the fact of the 
aides’ widowhood was the important thing 
that made it possible for them to become 
involved. The aide mentions it in her letter 
but it always comes up early in the actual 
encounter, either in a face to face visit or 
on the telephone. 

The fact of common widowhood is often 
discussed through the aides’ attempt to 
clarify how the widow is managing finan- 
cially. They talk about social security, VA 
pensions, and the like, and the aide will 
describe her own experience and clarify for 


* This may be why organizations of widowers and 
widows chose names such as NAIM Conference of 
Chicago and THEO (They Help Others) in Pitts- 
burgh. 

** Many felt that their family and friends sufficed 
for their current need only to come to an awareness 
later on that they did not really understand, and 
were inappropriately impatient with them to re- 
cover more quickly than was possible. 


Sharing Common Problems 


The fact of the aide’s widowhood seems 
to make it easier for the new widow to ac- 
cept her, to talk to her, to ask for advice 
on problems related to her own widowhood, 
and to feel as if she can still be part of the 
mainstream of life—that is, she is not so 
alone and the only one to whom this could 
happen. Another widow said: 


“Since you are a widow too, when you 
said you understand I knew you meant it 
and that was so important, I can’t stand 
sympathy and that’s all anyone else could 
give me.” 


Pride and an unrealistic wish to be in- 
dependent seem to get in the way of a re- 
lationship between widow and non-widows. 
The new widow finds the latter's efforts to 
be helpful clumsy, Often they find them- 
selves providing reassurrance rather than 
being reassured. This does not happen with 
the aide. The aide is using her own experi- 
ence as a human being and as a widow to 
guide her in her encounter with the new 
widow; she appreciates the real need that 
exists but never takes the widow's initiative 
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away from her. If the widow becomes de- 
pendent on the aide, it does not seem to 
bother either of them at this point in the 
encounter. This most often will take the 
form of frequent phone calls, or the aide 
will drive the widow to the social security 
office and the like. 

The widow explores the common prob- 
lems of widowhood with the aide. 

One woman was worried about her child, 
who took out his father's picture and talked 
to it, And another was upset because her 
daughter wasn't doing well in school any- 
more. The aide could talk about not know- 
ing how to help a child, could honestly 
normalize the behavior in the knowledge 
that with time the child does makes an ad- 
justment, but also recognizing the child's 
need to mourn which the widow doesn't 
always see. In the words of one widow: 


"I tried not to cry in front of my chil- 
dren. I wanted things to be as normal 
as possible for them. Then my little one 
stopped working at school. The teacher 
said he was depressed. The children felt 
it wasn't right that things should be the 
same if their father was dead. They 
thought I didn't care about him." 


As a result of talking to the aide the 
widow started to show the children her 
true feelings and her boy's studies began 
to improve. The aide could talk about 
their own children, the problems they have 
now as well as when their husband died 
and how they saw their husband's death 
contributing to them. They reported what 
worked for them and what didn't work, 
and were receptive of the widow's sugges- 
tions for solutions as well. They established 
with the widow the fact that widowhood is 
lonely, frustrating, that there is often a 
bitterness which accompanies it; that you 
really don’t get over it, but get used to it. 
By so doing they seem to take the fear and 
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worry out of mourning and give the widow 
a context for her behavior which she can 
accept and understand. They see normal 
grief as extending over time, and counsel 
patience to the widow. 

Often, the aides report that the widow 
tries to be strong and feels she must avoid 
being excessively dependent and is inade- 
quate if she requires assistance. This feel- 
ing is fostered by people such as her doctor 
to whom she may complain. She is usually 
told she will get over it and be strong. The 
aide, on the other hand encourages the 
widow to return to get a physical check-up 
to verify that her symptoms are indeed just 
“nerves.” If the doctor prescribes tranquil- 
lizers, the aide encourages the widow to use 
them and not to feel that she is weak and 
defective for needing this “crutch” in order 
to get through this period until she learns 
to find her way in her new circumstances. 
Over and over again the aide is told: 


“You understand the void in my life.” 


The aide sees this as meaning that it is not 
always necessary to talk about it because 
they indeed do know. 

The aide is not trying to make the widow 
into what she is not nor does she want her 
to act as she, the aide, did, but rather to 
accept the fact that she is going through 
hell to be more accepting of herself and 
her own needs at this time. This is some- 
thing that the widow reports she does not 
learn from her immediate family or friends. 
If she does, it is because there are widows 
among them. 


— M ——— — —— 

One woman was worried about 
her child, who took ouf his father's 
picture and talked to it. And an- 
other was upset because her 
daughter wasn't doing well in 
school anymore. 


« 
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Learning To Live As a Widow 


The aides talk of the needs of the widow 
to change from seeing herself as married to 
thinking of herself as widowed. This they 
see as the first step to recovery. 


The aides identify three themes in this 
process. First is the need to learn to make 
decisions independently or unilaterally, 
that is, without the guidance and help of 
a husband: * “The biggest decision I ever 
made was what loaf of bread to buy.” 


The second theme is the need to learn to be 
alone: “What do I do after the children are 
asleep? I can’t stand the empty silence, and 
I can't watch another T.V. program.” 


The third theme follows on these two in 
that there is a growing need to make new 
friends and be out with people: “Z don’t 
get invited out by our couple friends any- 
more. I’m not always comfortable with 
them, It makes me feel even lonelier.” 


As far as decision making is concerned, 
the aide is primarily helpful in two ways. 
She is not afraid to give direct advice if 
it is needed. She seems more willing to do 
this early in the contact when the widow 
seems confused and needs direction about 
for example, money, children, selling the 
house and so forth. In the latter phase of 
accommodation she is more apt to offer 
encouragement, ideas and support; though 
she is often quite pointed in telling the 
new widow she needs to act for herself, For 
a woman who has seen herself, for most of 
her adult life, as a partner in a marriage, 


* Mrs, Ruth Abrams, research social worker in the 
Conjugal Bereavement Study at the LOCP has ob- 
served that in the first months after her husband's 
demise the new widow leans heavily on his wishes 
and her memories of him, and tries to do things as 
he would have wanted. Recovery, she observed, be- 
gins when the widow can "give up her husband's 
ghost", which means she is able to learn to make 
decisions based on her current reality. 
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this is not always an easy transition to make. 
We begin to differentiate between those 
widows who respond to this encouragement, 
get a job, learn to drive and begin to re- 
pattern their lives, and those widows (a 
small minority) who have difficulty. This 
latter group seems to cling to the past and 
to be searching for a replacement for their 
deceased husband who will make their de- 
cisions for them. Often they try to put the 
aide in this role but at this point in time 
she seems to instinctively repel this effort 
while not rejecting the widow herself. The 
program is too young to know how the aides 
can help this latter group of women pass 
this stumbling block.? ** 

To fill the lonelines of any empty eve- 
ning is not easy. The aide in part helps by 
being available, if only on the telephone, to 
talk and to empathize with the problem 
which she, too, is experiencing. Some 
widows run away from this by never being 
home, others put all their energy into taking 
care of the children. The aide tries to help 
find a middle road. She acknowledges 
aloud for the widow that the consequence 
of running is that one day she will suddenly 
have no place to go and then she will be 
really depressed. "The problem for the aide 
is to offer real alternatives for the widow. 
This brings us to the third theme which in- 
volves helping the widow expand her re- 
sources and repeople her life differently. 
Out of this the widow can create for her- 
self alternatives with which to cope with 
her aloneness and her loneliness. 

The aides have helped in two ways: They 


** In a survey of psychiatric clinic records I noted 
that most widows who appeared for treatment, 
came for the first time two years after the death 
of their husband. These patients may come from 
this group, and it may be that the effort now, at the 
end of the first year of bereavement, may have the 
greatest payoff to prevent a serious emotional dis- 
turbance from developing. 
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have helped the widows find other groups 
of "single" people where they might find 
common interests. There are several kinds 
of single groups. One such group is being 
formed by widows who have been served 
by the program. They met at several large 
meetings arranged by the aides to discuss 
the problems of widowhood. Several cook- 
outs were also planned. These group meet- 
ings have attracted women who initially re- 
fused to see the aide or spoke to her only 
on the telephone. Once they came to a 
meeting they returned because they found: 


"It helps to talk to others in the same situ- 
ation. Sometimes when I get home and 
think about what other women have said 
I learn something new about myself. The 
only reason I came in the first place was 
because I was embarrassed to refuse (the 
aide's invitation) again. If I had realized 
how friendly and mice everyone is I 
wouldn't have been so reluctant." 


Another group of women have sought out 
single people clubs where it is possible to 
meet men. These women have relied on the 
aide to inform them about such groups and 
have asked her to take them to a meeting 
to overcome their initial shyness. 

The second way of helping has been to 
get these widows to reach out to other 
widows in their immediate neighborhood 
who have refused to see the aide, or who 
are so physically disabled that they cannot 
leave home, This provides the widow with 
an opportunity to do something for some- 
one else as well as to make new friends. 
: Some widows seem ready for this by the 
end of the first 18 months of their bereave- 
ment; and the aides are eager to share with 
them their role as caregiver. 

As the widows move out into the role of 
caregiver it seems appropriate to consider 
ways of making them more responsible for 
the ultimate life of the widow to widow 
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program. The next phase of new activity 
should involve the widows served in the 
workings of the program. As they were: 
helped so they can help others and thus give 
the program continuity and a permanent 
status in the community. The program is 
still going on.* We are only beginning to 
understand the unique role of the widow 
caregiver. At this point, however, it is 
possible to say the evidence seems to sup- 
port our initial hypothesis that another 
widow is the appropriate intervener in a 
program of preventive intervention where 
the client group did not ask for the service. 
Discussion 

The purpose of any program in pre- 
ventive intervention is to prevent emotional 
breakdown in a vulnerable population. 
While, at this point, we cannot dem- 
onstrate that we are achieving this goal in 
the Widow to Widow Program, it becomes 
clear that the aides are indeed being very 
helpful to the widows they reach and that ~ 
in good part their ability to do so is a con- 
sequence of their being widowed them- 
selves. 

To better understand the special quality 
of the aides’ helpfulness, two basic prob- 
lems facing a new widow need examination. 
The first problem is that of facing the fact 
of widowhood; that is, accepting their 
changed marital status and all this involves. 
The second problem is to learn to manage 
their own lives, and to demonstrate to 
themselves and others that they can be 
and are independent. 

Many women see wid 


* During the first, 
in part by the Ndfional and New. England Fun 


Directors Associagiph and in -part nder &raj 
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carrying this so far as to see themselves as 
defective, that something must be wrong 
with them if they lost their husbands. In 
addition, all widows report they experience 
a growing social isolation as time passes 
after their husband's death. They no longer 
belong with their married friends, who they 
find gradually withdrawing from them. 
They can no longer conform to standards 
which society calls "normal" and they be- 
come people in a "special situation", that 
is, with a stigma. Goffman describes this 
phenomenon but it is beyond the scope of 
this paper to explore all its ramifications 
for understanding the problems of widow- 
hood, He, however, describes the function 
of the veteran of this role in helping the 
newly stigmatized person accept his lot. 
This is exactly the work of the widow aide. 
Goffman points to the need of the stigma- 
tized individual to feel that: 
“he is human and ‘essentially’ normal in spite 
of appearances and in spite of his own self- 
doubts. . . . The first set of sympathetic others 
is of course those who share his stigma. Know- 
ing from their own experience what it is like 
to have this particular stigma some of them can 
provide the individual with instruction in the 
tricks of the trade and with a circle of lament 
to which he can withdraw for moral support 
and for the comfort of feeling at home, at ease, 


accepted as a person who really is like any other 
normal person.! 


Goffman further notes that the veteran 
serves as an example of someone who can 
successfully live with his stigma. In addi- 
tion he functions as a bridge person to the 
outside world helping them to normalize 
and be more accepting of people in this 
category. First, however, they must help 
the new member accept his own member- 
ship in the category. The aide understands 
instinctively the new widow's reluctance 
and resistance to accepting this status. The 
widow is not unique in this. Goffman notes 
the difficulty the alcoholic, the deaf, and so 
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forth have in accepting their assignment to 
a special category. However when they do 
so, their hope for "normalizing" their life 
is increased and adjustment or recovery can 
be achieved. In accepting help from an- 
other member of the category they take the 
first step toward accepting their own mem- 
bership. By the very nature of the problem 
then, the veteran, in this case another 
widow, is best equipped to help the new 
member. She is first a bridge to accepting 
the role of widow and then to helping the 
widow find a place for herself in the larger 


What | am advocating is the 
development of a self help organ- 
ization. It may be that this kind 
of organization is best suited to 
do the work of preventive inter- 
vention. 


community. In addition, the veteran has a 
privileged communication with the new 
member which no outsider can have. The 
aide can say things about being a member 
of the category: about feelings (positive and 
negative), about problems it creates which 
if mentioned by a non-member would be 
considered an intrusion or an impertinence. 
Intervention becomes the work of the mem- 
bers of the category and we begin to under- 
stand the success of such self help groups as 
Alcoholics Anonymous and Parents With- 
out Partners. 

There is also a progression in the organi- 
zation, The members move from initially 
being recipients of service to becoming pro- 
viders of service. As a provider of service 
he develops a sense of independence and 
adequacy which brings him well on to the 
road of recovery, accommodation, or adjust- 
ment. This is the second need a widow has 
and as she in turn becomes a caregiver she 
develops a new sense of independence and 
worth. Insofar as the Widow to Widow 
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Program can do this, it should be able to 
accomplish its goal of preventing emotional 
breakdown in a new widow. 

The self help group has several important 
characteristics. Primary among them are: 
that the caregiver has the same disability 
as the carereceiver; that a recipient of serv- 
ice can change roles to become a caregiver; 
and all policy and program is decided by a 
membership whose chief qualification is 
that they at one time qualified and were 
recipients of the services of the organization. 
The prototype for self help groups has been 
Alcoholics Anonymous, run by alcoholics 
for alcoholics, This program has assidu- 
ously remained independent of the formal 
health and welfare system, using profes- 
sionals only as occasional consultants, never 
to make policy or direct a program. 

What I am advocating is the development 
of a self help organization. It may be that 
this kind of organization is best suited to 
do the work of preventive intervention. 
What problems arise for a self help group 
begun in a Laboratory of a Medical School? 
Are these problems different for such a pro- 
gram started in a Community Mental 
Health Center or clinics. 

Many mental health agencies have at- 
tempted to replicate some aspects of the 
success of these self help groups by employ- 
ing so called "non-professional indigenous 
workers.” Unlike A.A. these non-profes- 
sionals are usually given extensive training 
and supervision so that they begin to adopt 
professional values and emulate profes- 
sional techniques. If they were following 
the self help model, they should be making 
policy, developing their own techniques for 
helping, and the consumer of their services 
should be able to move into their role of 
caregiver. In the average agency setting 
this would be difficult to achieve since it 
would mean that the professionally trained 
caregiver could be displaced by his former 
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client. He could also potentially lose con- 
trol of policy as well as of practice. This 
would be inappropriate and inconsistent 
with the mandate an agency has from the 
community supporting it. The goal, as I 
see it, should be a partnership between in- 
dependent self help groups and the formal 
agency whose special expertise is utilized 
as needed. 

The Laboratory of Community Psychia- 
try at Harvard Medical School is a research 
and training center and has no commitment 
to serve a particular population. Nor is it 
an agency committed to any particular tech- 
nology. It does not have a staff who would 
be offering an additional or competing 
service and whose position would be threat- 
ened if clients became caregivers. It is 
therefore feasible for the Laboratory of 
Community Psychiatry to experiment in 
sponsoring a self help program staffed by 
non-professionals who meet all the require- 
ments for being potential recipients of the 
service themselves. Here is a unique op- 
portunity to learn how to stimulate the de- 
velopment of such organizations to do the 
work of prevention, to learn what form an 
on-going organization can take in the com- 
munity, and to experiment with different 
forms of collaboration between the formal 
agency and the emerging self help group. 
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Boris M. Levinson, Ph.D. 


The New York City Skid Row Negro: 
Some Research Findings 


A study of the New York City skid row Negro discloses the effects of 
racial, social and economic discrimination on intellectual and per- 
sonality structure. Most of these men, many of whom are from the 


South, are either semiskilled or unskilled workers. 


They have a mean 


WAIS full scale IQ of 85, the verbal IQ being higher than the per- 
formance IQ. An analysis of data from a study of 24 matched WAIS 
full-scale IQs of northern and southern homeless Negro men indicated 
no significant differences in the factor measures for the two groups. 
This would seem to imply that racial, cultural and economic depriva- 
tion, whether in the North or in the South, has the same debilitating 


effects. 


Extent of the Problem 


It is estimated that there are 34,000 
homeless men in New York City.5 The 
Bowery has a population of 7,000 home- 
less men.? One-third of them are Negro. 
In the year 1969, the Shelter Care Center 
for Men of the Department of Social Ser- 
vices of the City of New York assisted 3,885 
homeless Negroes for an average of 31:0 
days each (estimated by writer from 1969 
Annual Report of the Shelter Care Center 
for Men), 


Dr. Levinson is a professor of psychology in the 
Department of Educational Psychology and Guid- 
ance, Ferkauf Graduate School of Humanities and 
Social Sciences, Yeshiva University, New York, 
N.Y. 10008. 
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Generally speaking, the homeless man, 
particularly the homeless Negro, is not an 
isolated phenomenon. He is part and 
parcel of the main current of American 
life. Thus, the composition of the skid 
row population reflects the socio-economic 
composition of the lower strata of the city, 
its environs and its inner immigration. It 
is not the locus or the cesspool toward 
which all the ne'er-do-wells or mental de- 
fectives gravitate or a gathering place for 
“down at the heel,” alcoholic business- 
men, artists, poets, and college professors. 


This article is adapted and updated from a paper 
presented at the symposium, "Negro Life in 1967", 
held in December 1967 at the Fall Meeting of the 
New Jersey Psychological Association. 
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Background 


As is well known, the Negro people are 
now undergoing a revolutionary transfor- 
mation in their mode of thinking, living, 
and working. They have changed from a 
predominantly agricultural people to an 
urban one. As a matter of fact, today the 
Negro is more likely to be a city-dweller 
than the white man.1¢ 

We thus find that thirty years ago, there 
were almost three million sharecroppers 
and tenant farmers in the 16 southern 
states. Today, there are fewer than 380,000, 
of whom 120,000 are sharecroppers A 
majority of those displaced are Negroes, 
who are forced off the land at a rate double 
that of white farmers. “Many have ex- 
changed their 'cabin in the cotton' for the 
broken down truck or shack of the migrant 
Worker." 17 

This transformation has been accompa- 
nied by a decline in the standard of living 
of the majority of Negroes. While it is 
true that economic conditions, employment 
opportunities, and general living condi- 
tions have tremendously improved for the 
middle-class Negro, this has not benefited 
the lower-class Negro. Whereas in 1930 
the number of unemployed Negroes was 
comparable with that of whites, this is no 
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an absolute decrease in manufacturing 
jobs. Thus in New York the drop was 
8.27%; in Philadelphia, 3.9%; in Newark, 
3.1%; and in Pittsburgh, 4.7%.” 14 

In a sense, the skid row Negro is re- 
enacting the history of the white immigrant 
of fifty years ago. With the progressive 
urbanization of the Negro, there has been 
an increase in the number of homeless 
Negroes on skid row. 

This can be highlighted by the follow- 
ing: During the depression (1935), only 
seven to twelve percent of the unattached 
transients were Negro. In Chicago in 
1934, 15 percent of the unattached persons 
applying for relief were Negroes, It is 
to be noted that these men were not con- 
sidered homeless, but only unemployed. Of 
course, a smal] number of them were also 
homeless. However, the estimated number 
of Negroes on skid row in Chicago in 
1957-58 was already 9.2 percent. Corre- 
spondingly, during the same period the 
estimated number of Negroes on Phila- 
delphia's skid row was 14.7 percent; and in 
Minneapolis, it was 4.5 percent. The num- 
bers have since risen appreciably. 

To illustrate, in a study conducted in 
1945, the percentage of Negroes among 
homeless men was eight. This increased 
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Unlike the migrant worker, the homeless Negro rarely has a 
nostalgic yearning for the past... 


longer true; and, as is well known, the rate 
of unemployment among non-whites is now 
twice that among whites.!* There has been 
a decrease in the need for unskilled labor 
in both the South and the North. Over 
one-third of the nation’s Negroes were in 
agriculture in 1930; less than a tenth were 
in agriculture in 1960. “However, the 
Negroes coming to the city coincided with 
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to 22 percent in 1955,11 and, in 1965-66, 
over one-third of the homeless population 
was NegroJ5 These studies have revealed 
that over two-thirds of the New York skid 
row Negroes are from the South.5 This 
finding has been corroborated for New 
York City? and for Chicago.! 

When unattached Negro men arrive in 
New York City, have no family or friends 


to assist them, and are unable to find im- 
mediate employment, they tend to drift to 
the Bowery. Here is the area of the City 
with the lowest cost of living. It has labor 
markets for unskilled workers and private 
and public welfare resources that care for 
people on a minimal basis with a mini- 
mum of red tape. 

Most of these men are either semiskilled 
or unskilled workers who never married or 
who are separated, divorced, or widowed. 


pd 


In a sense, the skid row Negro is 
reenacting the history of the 
white immigrant of fifty years 
ago. 


Their mean age is about 37, and they left 
school in the ninth grade. The vast ma- 
jority of these men are not alcoholic. They 
are younger, in better physical health, and 
of somewhat inferior socioeconomic back- 
ground and education, compared with their 
white compeers. These men have a mean 
WAIS full scale 1.Q. of 85, with the verbal 
L.Q. higher than the performance I.Q. 

D. J. Bogue has similarly found that in 
Chicago "in comparison with the general 
skid row population there are very few 
alcoholic derelicts and heavy drinkers 
among the Negro men. Many of them are 
merely workingmen searching for work 
who live there because the price of other 
housing is beyond their means." ! 

The Negro in New York City's skid row 
is as restricted by his color and subjected to 
as much discrimination as in society at 
large. It is not surprising, therefore, to find 
that the skid row Negro prefers to live in 
different Bowery hotels from the white 
man, and has a greater tendency to stay in 
his own group, to frequent Bowery bars 
that cater mostly to the Negro denizen of 
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skid row, and to "shape up" for available 
casual employment at a different location 
from the homeless white man.'® 

Another significant factor that brings 
these men to the Bowery is alienation. 
Generally speaking, "the homeless person 
is an alienated personality, and modern life 
tends to increase man’s alienation from 
himself, the product of his labor, his family, 
society, and nature itself. . . . Alienation, 
although it leads toward the development 
of homeless personalities, does not neces 
sarily lead to the Skid Row."?? "The white 
homeless man has given up his commit- 
ment to the values of our society; the Negro 
homeless man was never committed to 
these values. 

Most homeless men have had a rather 
stormy childhood, As infants, most of these 
men were exposed to inadequate, casual 
relationships with their mother or mother 
substitutes, who in most cases did not give 
them adequate or consistent care. They 
were forced to take care of themselves at 
a very early age. From an impoverished 
childhood, they were thrust into adulthood 
without having been given a chance to ac- 
quire social skills during adolescence. 

Their ego and superego formations have 
been consolidated on the basis of unsatis- 
fying and occasionally degrading and 
brutal socialization experiences. They 
have had too many inadequate models 
(fathers) to identify with, Their self-con- 
cepts are fragile. The homeless Negroes, 
in most cases, have no intimate friends 
with whom they can share their experiences 
and thus secure some catharsis, These 
men are very seldom motivated by ap- 
proval or disapproval and have little 
impetus to change. They feel worthless 
and rejected and do not care for either 
themselves or others. They are passive 
and apathetic, and have a low frustration 
tolerance and little faith in themselves or 
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in their ability to change their status. They 
look to outside authorities such as the social 
worker, the policeman, or the bartender 
for leadership and a resolution of their 
problems. Although they are unhappy 
about their lot, they do not raise any funda- 
mental questions about how they got to 
skid row and where this will lead them. 

Unlike the migrant worker, the homeless 
Negro rarely has a nostalgic yearning for 
the past; he seldom looks back to a child- 
hood paradise that never existed. He is 
concerned with the present and pays little 
heed to the future. 

We have found that, generally speaking, 
the dynamics of a family in which there is 
an inadequate male identification figure 
may contribute to the development of the 
homeless personality.12 Since intelligence 
is a facet of personality, this would indi- 
cate a somewhat different pattern of abili- 
ties on skid row or, to use another term, a 
different "structure of intellect". We did 
find a somewhat similar psychometric 
pattern in all skid row populations that 
we studied.!o 

Tellegen and Briggs 19 have shown how 
the factorial structure of the WAIS? may 
be adapted in the analysis of WAIS pat- 
terns. WAIS data are analyzed in terms 
of the following factor measures: Verbal 
Comprehension (subtests: Information, 
Comprehension, Similarities and Vocabu- 
lary), Freedom from Distractibility (sub- 
tests: Arithmetic and Digit Span), Percep- 
tual Organization (subtests: Block Design 
and Object Assembly), However, in Telle- 
gen and Briggs’ analysis, Picture Comple- 
tion, Picture Arrangement, and Digit 
Symbol were not included. Cohen? found 
that Picture Completion had a factor D 
that was "a quasi-specific which is not in- 
terpreted other than by calling it a Picture 
Completion factor." Picture Arrangement, 
on the other hand, loads significantly in the 
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perceptual organization factor at ages 25-34 
and negatively for ages 45-54, whereas 
factor E is also a “quasi-specific” and can be 
identified as a Digit Symbol factor, 

Following the paradigm set by Tellegen 
and Briggs we reanalyzed the data of a 
study 1? in which we matched the full-scale 
WAIS I.Q.s of 24 pairs of northern and 
southern Negro homeless men in terms 
of the following factor measures: Verbal 
Comprehension, Freedom from Distracti- 
bility, Perceptual Organization, Picture 
Completion, and Digit Symbol We 
omitted Picture Arrangement since some of 
our subjects were within the age range of 
45-54. 

"There were no significant differences in 
the factor measures of the two groups. 
This indicates that the men have inferior 
visual and perceptual abilities. Apparently 
these men did not have an adequate ex- 
posure to early perceptual learning experi- 
ences. ‘Therefore, according to Hebb's 
thesis, they developed a perceptual deficit. 
"These men also had poor rote memory and 
difficulty in abstract concept formation, 
which may indicate that they had not yet 
progressed from operations with objects 
to operations with symbols that represent 
objects.!5 These findings are in agreement 
with those of other studies of children 
from culturally and socially disadvantaged 
groups of our population.* 


Discussion 


We must consider the social context in 
which these tests were run and their mean- 
ingfulness to the subjects. The homeless 
Negroes had come from small family circles 
and very limited groups of associates. 
There was very little need of speech, as 
there was an almost instantaneous under- 
standing of each other's needs. Of nec- 
essity, the developed speech systems, based 
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on segmented and narrow life experiences, 
could not fail but be reflected in the WAIS 
scores. Furthermore, we know that these 
men possess certain survival skills, devel- 
oped as a result of their aversive life ex- 
periences, that are not measured by the 
WAIS. 

It is instructive to observe that social 
and economic deprivation, no matter in 
what context it occurs, has a similar effect 
on cognitive abilities. 
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Richard T. Goldberg, Ed.D. 


Jane Stein 


The Role of the Psychiatrie Consultant 
in the State Rehabilitation Agency 


_ A study of the use of psychiatric consultants showed that counselors 
in a state rehabilitation agency used them to evaluate clients’ eligibility 
^d services. Once the case was accepted, the counselor rarely turned to 

e consultant for services. The authors believe that this infrequent 
use may be a result of role conflicts and suggest that roles be redefined 
to make the consultant more of a tutor than arbiter of case determina- 


tion. 


_ The extension of psychiatric consulta- 
tion to community agencies and large or- 
ganizations has been a subject of consider- 
able discussion. Some have felt that the 
traditional image of the doctor as healer 
of patients may be seriously distorted and 
impaired by the assumption of consultative 
roles unrelated to patient care. This prob- 
lem becomes particularly acute when the 
psychiatrist is requested to function as an 
evaluator, as consultant to the courts, or 
as member of an admissions committee.? 
In these roles, he is clearly functioning as 
administrator, not healer. A less clear situ- 
ation is presented by the psychiatrist func- 
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tioning in a college clinic servicing the 
needs of students with maladaptive be- 
havior. The college psychiatrist is faced 
with the dilemma of treating the student 
for clinical reasons or of intervening in be- 
half of the student to circumvent the rules 
of the bureaucracy in alleviating the stu- 
dent’s stress? A third situation is one in 
which the psychiatrist functions as both 
evaluator and healer for large organizations 
such as corporations, government, and so- 
cial welfare agencies which refer an em- 
ployee or potential recipient of services for 
an evaluation to assess emotional strengths 
and weaknesses. As a result of the psychi- 
atric report, the person undergoing evalu- 
ation may qualify or be rejected for ser- 
vices, may be retained or fired, or may be 
placed in a quasi-therapeutic regimen in 
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which his eligibility for continued services 
or continued employment is made depen- 
dent upon obtaining psychotherapy. 

'The role of the psychiatric consultant in 
the state rehabilitation agency is crucial in 
the selection and acceptance of referrals of 
persons with diagnosis of mental disability. 
'The formal role of the psychiatric con- 
sultant requires him to review and evaluate 


Some counselors feel that the 
psychiatrist has the final word on 
acceptance of a psychiatric 
client for service, despite the fact 
that the determination of eligibil- 
ity is clearly ouflined in the coun- 
selor's duties. 


the history of persons with mental dis- 
ability by means of medical records, to com- 
plete the medical consultant’s appraisal 
form, to assist in determining the limita- 
tions of the client for work and to give 
recommendations on which clinics, hospi- 
tals, and psychiatric specialists can provide 
further diagnosis and/or treatment when 
needed. Upon request, the consultant also 
reviews the history of persons with second- 
ary psychiatric involvement. Since the 
records of every person with mental dis- 
ability must be reviewed prior to accept- 
ance of the person for rehabilitation ser- 
vices, the psychiatric consultant wields 
considerable power in the administrative 
procedures of the state rehabilitation 
agency. 


Methods and Subjects 


In order to analyze the role of the psy- 
chiatric consultant and to determine the 
extent to which it is fulfilled, an opera- 
tional research study was conducted in a 
large, urban office of a state rehabilitation 
agency. This office housed a group of 14 
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rehabilitation counselors with varied edu- 
cational and work experiences. A majority 
had master's degrees, and seven of the 14 
had some specialized training in vocational 
rehabilitation. With the exception of three 
persons, their work experiences in voca- 
tional rehabilitation ranged from one to 
seven years, with a mean of three and a half 
years. Their experience as counselors in 
the state agency ranged from one to seven 
years. Twelve counselors were carrying 
general caseloads and two were carrying 
predominantly mental disability caseloads. 
In educational and work background, they 
were similar to other counselors employed 
by the agency. The setting was representa- 
tive of a public agency located in a 
crowded, urban area. The staff was over- 
burdened by demands for increasing ser- 
vices from a large caseload. Staff was con- 
stantly struggling to keep up with the 
demands, and one line supervisor was ex- 
pected to handle 14 counselors. 

During a six-month interval, 191 per- 
sons with mental disability were referred 
for determination of eligibility for voca- 
tional rehabilitation services. Of the 191, 
161 had a diagnosis of primary mental dis- 
ability, including psychosis, psychoneu- 
rosis, alcoholism, drug addiction, and 
personality and character disorder. An 
additional 30 clients were referred with 
secondary psychiatric disorders. Whereas 
psychosis accounted for 46 percent of 
primary mental disability referrals, it ac- 
counted for only seven percent of secondary 
psychiatric referrals, This situation was 
reversed for personality and character dis- 
orders: they constituted 50 percent of sec- 
ondary referrals and only 17 percent of 
primary referrals. Psychoneurotics consti- 
tuted approximately two fifths of both 
groups. Although no explanation of this 
variation in diagnosis can be given with 
certainty, it can be inferred from the pat- 
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tern of referral sources that primary dis- 
ability referrals generally came from the 
state mental hospitals, where the diagnosis 
of psychosis was most frequently given, and 
secondary referrals came more frequently 
from the community, or from hospitals 
other than mental hospitals. Ten clients 
with secondary psychiatric disability had 
a primary diagnosis of mental retardation, 
and eight had a diagnosis of epilepsy. 

Each client of the agency was followed 
for a minimum of six months and a maxi- 
mum of one year from the date of referral. 
An investigation of individual case records 
was the primary source of data for the 
analysis of the use of the psychiatric con- 
sultant in evaluation of individual cases. 
'The notes of the mental health supervisor 
who had presented cases to the psychiatric 
consultant during the study period were 
made available. In addition, the investiga- 
tors were permitted to sit as observers of 
the sessions with the psychiatric consultant 
in which individual counselors presented 
cases for review. 

A. questionnaire was constructed and 
given to the counselors to determine their 
perceptions of the role of the psychiatric 
consultant. The questionnaire was broken 
into two parts: the first part consisted of 
generalized statements about the consultant 
and elicited overall global attitudes; the 
second part consisted of defining the con- 
sultant's role in a number of specific areas 
and determining the extent to which the 
counselor perceived the consultant as help- 
ful in fulfilling his role. 


Findings 


Sixty-one percent of the sample were 
presented to the psychiatric consultant for 
evaluation and review. Fifty-four percent 
of persons with diagnosis of primary mental 
disability were reviewed whereas all with 
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secondary mental disability were seen. 
With one exception, all active cases (both 
open and closed) were reviewed, whereas 
only 26 percent of those cases still in re- 
ferral at time of study or closed in referral 
were seen. 

Persons with mental disability who are 
accepted for rehabilitation services (active 
status) must be evaluated by the psychiatric 
consultant. Other persons may be closed 
from referral without the benefit of the 
consultant's advice. That all clients with 
secondary disability were reviewed is an 
artifact of the study, since secondary psy- 
chiatric disabilities were identified by 
means of the consultant’s list of clients 
evaluated. 

In order to determine the extent to 
which the psychiatric consultant is used, 
the number of times and stages when cases 
were presented for review were measured. 
Sixteen percent of the 117 persons pre- 
sented for psychiatric appraisal were seen 
for additional consultation more than once. 
Ninety-three percent of the cases presented 
for appraisal were reviewed once before 
acceptance. Of the 1l cases seen after ac- 
ceptance, six were persons with primary 
physical disability in whom psychiatric 
symptoms became manifest after acceptance 
for rehabilitation services. Except for five 
persons, all with diagnosis of primary men- 
tal disability were seen before acceptance 
for services. Counselors did not obtain 
psychiatric consultation while clients were 
receiving rehabilitation services. 

In analyzing counselors’ attitudes toward 
the psychiatric consultant, two indicators 
of attitude were taken. First, generalized 
statements about the role of the consultant 
were presented for approval or disapproval 
on a five point scale. Second, counselors 
were asked to rate the helpfulness of the 
consultant in a number of key areas and 
to determine whether these areas legiti- 
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mately fall within the consultant's role. 
'These areas included: evaluation of the 
client; determination of eligibility; deter- 
mination of existence of disability; de- 
termination of work potential; determina- 
tion of need for therapy; how to most 
effectively deal with the client; clarification 
of vocational goals; gaining realistic ex- 
pectations for the client; formulation of an 
occupational plan; and determination of 
readiness for training. 

On the whole, counselors held favorable 
attitudes toward the consultant in their 
responses to the generalized statements. 
'Two counselors held negative attitudes to- 
ward the consultant, four held strongly 
positive attitudes, and the remaining were 
positive. Counselors generally were in 
agreement on the following items: the con- 
sultant's effective use of his time; the sign- 
ing of necessary forms; respecting the role 
of the counselor; helping the counselor to 
understand better his client. Less agree- 
ment was obtained on items concerning 
the counselor's attitude toward the consul- 
tant's recommendations. Counselors were 
divided on whether to follow or to resist 
the recommendations. There was also dis- 
agreement on whether the consultant is 
guided by the counselor's understanding 
of the case. 

The second indicator of attitude toward 
the consultant was obtained by taking dis- 
crepancy scores between how helpful the 
consultant was perceived to be in certain 
areas and how important the consultant's 
role should be in similar areas. On the 
whole, there was minimal discrepancy be- 
tween what the counselor perceived that 
the role of the consultant should be and 
how helpful the counselor found the con- 
sultant in carrying out his role. Counselors 
felt the consultant should hold a strong 
role in total evaluation of the client, de- 
termination of existence of disability, de- 
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termination of need for therapy, how to 
deal effectively with the client, and giving 
realistic expectations for the client. It was 
felt that the consultant had a moderate 
role in the determination of work potential, 
the clarification of vocational goals, and 
the determination of readiness for training. 
Counselors felt that the consultant's role 
in the formulation of the occupational 
plan should be either minimal or non- 
existent. The item on determination of 
eligibility produced an equivalent response 
among counselors; half of them thought it 
definitely fell within the consultant's role 
and half thought it was not his role. In 
addition, it was thought that counselors 
who held a more favorable attitude toward 
the consultant would be less discrepant in 
their perceptions of what the consultant's 
role should be and how helpful the consul- 
tant was in carrying out his role. This 
hypothesis was rejected, although a strong 
relationship was found between favorable 
attitudes and less discrepancy. 


Discussion 


The role of the psychiatric consultant in 
the state rehabilitation agency needs to be 
clarified. Although the consultant's role 
and duties have been formally outlined in 
the state manual of operations, his in- 
formal role may be quite different. A dis- 
tinction needs to be drawn between the 
consultant's formal role in reviewing and 
evaluating client records and his informal 
role in providing guidance in the counsel- 
ing of a psychiatric client during the re- 
habilitation proces. This study indicated 
that counselors tended to use the consultant 
as an evaluator or approval agent for clients 
which the counselor wanted to accept or 
reject for services, After the case was ac 
cepted, counselors infrequently returned to 
the psychiatrist for help in case services. 
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One explanation for minimal contact 
between counselor and psychiatrist during 
the rehabilitation process may be role con- 
flict between the two professions. Coun- 
selors feel that they are trained and quali- 
fied to manage the vocational problems of 
their clients. Moreover, some counselors 
with client-centered orientation might feel 
that counseling and therapy are synony- 
mous. From this vantage point, they are 
performing a therapeutic function com- 
parable to that of the psychiatrist. In 
bringing their cases for review to the psy- 
chiatrist, a person who holds greater pres- 
tige value in the professional community, 
counselors may feel they are jeopardizing 
their own professional role and function. 
Counselors might be fearful of being 
judged on their professional treatment of 
the case, or of being analyzed by the psy- 
chiatrist. Therefore, they tend to bring 
the case for appraisal, but are reluctant to 
return to the psychiatrist for advice and 
guidance. 

Another explanation might be that the 
counselor feels threatened by emotional 
problems. They might be unwilling to 
spend a long period in reevaluation of cli- 
ents with baffling emotional problems re- 
quiring complex treatment and resources 
and with uncertain vocational outcome. 
These clients differ from the physical resto- 
ration case requiring diagnosis and hospi- 
talization, or from the school case requiring 
further vocational training. If vocational 
problems were the only consideration, then 
the counselor of the emotionally disturbed 
would be more secure in his role as voca- 
tional expert. 

Counselors perceptions of the role of 
the psychiatrist vary greatly. They are 
divided on the question of whether the 
consultant or counselor determines eligi- 
bility. Some counselors feel that the psy- 
chiatrist has the final word on acceptance 
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of a psychiatric client for service, despite 
the fact that the determination of eligibility 
is clearly outlined in the counselor's duties. 
Counselors are doubtful of their own re- 
sponsibility to establish eligibility and to 
come to some decision on acceptance or 
rejection of their clients. By reliance upon 
the psychiatrist the counselor is able to 
postpone making a decision until the psy- 
chiatrist has appraised the case. 


The psychiatric consultant, when 
functioning in the role of admin- 
istrator, poses a threat ło over- 
burdened, underpaid mental 
health counselors and case work- 
ers. 


——MÀ M ——À M 


Attitudes toward the use of the psychiat- 
ric consultant vary greatly among indi- 
vidual counselors. Counselors might be 
quite willing to accept the psychiatrist's 
appraisal of the case, but unwilling to fol- 
low his recommendations for further di- 
agnosis and therapy. When the psychia- 
trist impinges upon the counselor's role as 
coordinator of case services, the psychiatrist 
holds less power in the rehabilitation pro- 
cess than when he acts as an evaluative 
agent. 

Recommendations for further clarifica- 
tion of the psychiatric consultant's role 
might include differentiation from that of 
the medical consultant, who appraises the 
functional capacities of the disabled per- 
son, determines the limitations existing in 
regard to disability, discusses the extent of 
disability, and evaluates the medical prog- 
nosis. After this has been determined, the 
medical consultant's role is minimal with 
the exception of cases where recommenda- 
tions for surgery and hospitalization are 
required. Although the psychiatric con- 
sultant follows the procedural format of 
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the medical consultant, he may function 
in a broader way. He may be used more 
extensively as teacher and advisor in estab- 
lishing a therapeutic relationship with 
emotionally disturbed clients. With few 
professionals available for counseling and 
treating the emotionally disturbed, the 
psychiatric consultant might be used ef- 
fectively in his tutorial role without seri- 
ously impinging upon the counselor's role 
as vocational expert or counselor-therapist. 

The implications for psychiatric con- 
sultation in community agencies are many. 
The psychiatric consultant, when function- 
ing in the role of administrator, poses a 
threat to overburdened, underpaid mental 
health counselors and case workers. These 
professionals may see the psychiatrist not 
as a supportive arm in the provision of 
mental health services, but as a judge of 
their capabilities in counseling the emo- 
tionally disturbed. This perception of the 
psychiatrist’s role is strengthened when the 
administrative and legal procedure such 
as in the state rehabilitation agency re- 
quires a positive appraisal before services 
may be rendered. It is contended that the 
psychiatric consultant has another role: 
tutor and advisor. This role can be enlarged 
when he is perceived in a coordinate posi- 
tion in relation to the counselor. The 
administration and coordination of case 
services, including eligibility determina- 
tion, rests solely with the counselor. When 
counselors are secure in their own roles, 
the use of the psychiatric consultant at any 
point along the rehabilitation continuum 
from referral to job placement will be in- 
creased, broadened, and intensified. 

The findings in this study raise the ques- 
tion whether the psychiatric consultant can 
function optimally as tutor in a context 
where the counselor brings his cases rou- 
tinely and perhaps involuntarily to the 
psychiatrist for appraisal. The tutorial 
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type of consultation requires free inter- 
change between consultant and consultee 
in which a relationship of trust is built be- 
tween the two active participants. "The 
consultee must feel free to bring his prob- 
lems without suffering a sense of guilt due 
to personal inadequacy or mismanagement 
of clients.1 A relationship of trust can be 
developed where the psychiatrist functions 
in a non-administrative role in relation to 
the counselor. 

Perhaps the role of the psychiatric con- 
sultant in the state rehabilitation agency 
should be divided between two persons 
functioning differently: a psychiatric con- 
sultant in the administration of the mental 
health program; and a psychiatric consul- 
tant with the counseling relationship be- 
tween counselors and clients. The first 
person would act primarily as an adminis- 
trative consultant to the mental health and 
district supervisors. He might also encour- 
age group discussions for counselors and 
district supervisors as joint participants to 
increase group cohesiveness and stimulate a 
feeling of participation in administrative 
policy. The second person would act pri- 
marily as tutor to counselors, including in 
his functions education, explanation, inter- 
pretation, and guidance with individual 
problems. 
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Catholic Seminarians in a 


Secular Institution 


Thirteen Maryknoll Seminarians joined the Case Aide Program at 
Boston State Hospital.* They worked with four women and nine men, 
typical of patients found in the back wards of state hospitals. As a re- 


sult of the seminarians’ interventio 
to develop a warm trusting relation 
sibilities both in and outside the 


n, most of the patients were able 
ship, and to take on greater respon- 
hospital. 


Research concluded that 


the seminarians’ preoccupation with self-knowledge was considerably 
greater than that of Harvard Student groups previously tested, and 
was in keeping with the purpose of the novice year: to decide upon the 


priesthood as a career, The overa 


ll assessment score of the effectiveness 


of the volunteer as a therapeutic trainee was considerably higher for 
the seminarian group than for the Harvard Student group. 


The Case Aide Program 


The Case Aide Volunteer training and 
demonstration model at the Boston State 
Hospital had as its purpose to: (1) Provide 
patients and volunteers with a meaningful 
one-to-one relationship under skilled super- 
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vision; and (2) To train and further edu- 
cate the volunteer in meeting urgent man- 
power shortages in the State Hospital. 
The program, the first and prototype 
for all state hospital non-student volunteer 
case aide programs in Massachusetts, first 
came into being in September 1963 when 
a small grant from the Permanent Charities 
Foundation of Boston was made available 
to demonstrate the theory that intelligent 
and highly motivated community volun- 
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teers, under the supervision of the trained 
psychiatric social worker, could help chron- 
ically ill patients. A result of our initial 
demonstration showed that the very special 
way the volunteer intervened with men- 
tally ill patients, a way which could be 
described therapeutic, partly educational 
and partly supportive, made possible a sur- 
prisingly high degree of patient improve- 
ment. This result was identical with that 
of a project done in the early 1960's with 
Harvard and Radcliffe volunteers.^* This 
student volunteer program was the model 
for the original volunteer demonstration 
grant at the hospital. 


The Volunteers: The group of 13 Mary- 
knoll Fathers Seminary volunteers unlike 
other case aide volunteer groups, was the 
first religiously affiliated group to join the 
program. These men, between the ages of 
21 and 27, were all white and came from 
devout homes of varying socio-economic 
backgrounds. 

Collectively, for their ages, the life ex- 
perience of these particular seminarians 
was far more limited and restricted than 
for other non-religious student volunteers 
who have also been members of the Case 
Aide Program. Every seminarian had 
graduated from a Catholic supported col- 
lege, and most of the students had attended 
a private Catholic supported high school; 
two attending the seminary for their total 
secondary school experience. Only one of 
the group had been in the armed forces 
prior to his membership in the seminary. 


Patient Selection: 'The patients selected by 
the supervisors for the seminarians to work 
with were typical of the long time hospital- 
ized, chronic population, at the Boston 
State Hospital, They included four women 
and nine men between the ages of twenty- 
eight to fifty-six. 

Their diagnoses were characteristic of 


EVANS AND GOLDBERG 


those found in the back wards of state hos- 
pitals. Nine were diagnosed as chronic 
schizophrenics; of these five were con- 
sidered to be paranoid, two were catatonic, 
and two simple type. Two were diagnosed 
as depressed, and two were diagnosed as 
having chronic brain syndrome due to al- 
coholism. Of the thirteen patients chosen, 
two were Protestant, six Catholic and four 
Jewish. One was a Chinese born Buddhist. 


Supervision: 'The supervision of the semi- 
narians at the Boston State Hospital was 
undertaken by two members of the Psychi- 
atric Social Work Staff of the Case Aide 
Program. 

The objectives of supervision were to 
"tune in" to the individual student in 
terms of: (1) his ability to establish a rap- 
port with his patient; (2) the goals which 
might be realistically reached for the pa- 
tient, as well as; (3) his own needs and 
capabilities for self-awareness, growth and 
maturity. 

It is the aim of the program that while 
engaging in “friendship therapy”, the vol- 
unteer must view himself as a person who 
has both an interest in, as well as an aware- 
ness of, the patient's capacities and limi- 
tations. Each seminarian was helped to 
develop his own particular style with his 
patient, based upon the recognition of his 
increasing ease and comfort in dealing with 
a mentally ill member of society in a 
chronic ward setting; his own ability to 
sharpen his skills in assessing the needs, 
strengths, and liabilities of the patient; and 
to define, and help work out appropriate 
goals for the patient. At first this seemed 
to be an enormous task for the seminarian 
as he, unlike other college students, or 
more mature volunteers, had no role model 
to which he could adapt. His previous 
experience with people was mainly in- 
volved with family or friends and his ex- 
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Seminarians in a secular institution 


It appeared initially that these 
young men expected fo give to 
their patients, using the role 
model of a priest "giving" of him- 
self to his parishioners, but not 
to be the recipient of friendship 
from his patient. 


posure to the community had primarily 
been in connection with the religious. He 
had learned that peoples’ expectations of 
him were in terms of the expectations made 
of a priest, ie, his ability to eventually 
offer the sacraments of the church; his fu- 
ture theological expertise; his influence in 
the missions as a religious pragmatist. 

Once the student became comfortable in 
his relationship with the patient and 
formed his own impression of the patient's 
capabilities and limitations, the supervi- 
sors then suggested that they look at the 
hospital records to get further insight and/ 
or a different point of view about the pa- 
tient, in terms of a clinical diagnosis, prog- 
nosis etc. Records were therefore read 
some three to four months after students 
had engaged the patient in a relationship. 

When situations relating to patients’ 
jobs, home placement, vocational testing, 
and the like, were deemed appropriate by 
the students and supervisors, the volunteer 
was then expected to be the pivotal person 
to relate to the ward or rehabilitation staff 
for advice and help in planning. It was 
with the volunteer's help that specific plans 
were worked through for the patient. 

As a result of the group and individual 
supervisory sessions, the student became 
comfortable in his role with the patient, his 
ability to work independently, develop 
skills, determine problems and define goals. 

The student's rapport with his patient 
was in most instances both mutually profit- 
able and beneficial. The seminarians 
learned how to enter into a give-and-take 
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relationship. It appeared initially that 
these young men expected to give to their 
patients, using the role model of a priest 
"giving" of himself to his parishioners, but 
not to be the recipient of friendship from 
his patient. 

As the seminarians became more com- 
mitted to their patients, so too did they 
become more relaxed and comfortable in 
the group and individual supervisory set- 
ting. For many, this was the first time that 
they were supervised by a woman, and 
their first exposure to women whose back- 
grounds and philosophy was considerably 
different from their own. The students 
were young, idealistic, religiously oriented 
and socially naive. The supervisors repre- 
sented the middle-class married mother, 
part-time professional psychiatric social 
worker, psycho-dynamically oriented 
woman, without close religious ties. 

The supervisors had much to learn in 
their understanding of seminary students, 
primarily, the philosophy of dedicated com- 
mitment to the Church and its implications 
for the individual considering such a voca- 
tion. The students were able, as the year 
went on, to communicate verbally and at- 
titudinally, not only what they individually 
would be giving up for their belief, but far 
more importantly; what they felt they 
could give as professionals in the Church. 
They viewed the concept of giving as an 
end unto itself and felt that ideally they 
would be fulfilled as a result of their in- 
volvement as missionaries. 

As was expected at the Seminary, several 
students decided to change their careers 
during this novice year. Five students 
chose to leave the Seminary. In every in- 
stance, there was discussion with the super- 
visors regarding their feelings of leaving 
the seminary, and the system in which they 
had been nurtured. Advice was sought re- 
garding their future plans. While these 
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five felt they could no longer remain in the 
seminary, for various personal reasons, they 
have all indicated a strong desire to con- 
tinue to be of help to others. Two subse- 
quently joined the Peace Corps; two are 
planning careers in psychiatric social work 
and one is contemplating a vocation in per- 
sonnel counseling. 

According to Father Diffley, a faculty 
member at the Seminary, the Case Aide 
Program crystallized the need for a more 
highly specialized clinical pastoral chap- 
laincy program. Subsequently, Maryknoll 
made arrangements for forty-five of their 
students to work in the Clinical Pastoral 
Training Program on a two day a week 
basis with intensive group and individual 
supervision being offered by pastoral coun- 
selors. This program, which was started in 
October 1968 through the present time, in 
connection with the Andover Newton 
Theological Seminary, offers the student 
a still more intensive educational experi- 
ence utilizing the novice as a chaplain, a 
method which in turn clarifies his potential 
vocational role. 


Research Findings 


As a part of the Case Aide Program's 
research, a questionnaire and two scales? 
were administered for use by the students 
and their supervisors. One scale was de- 
signed to determine the motivation of vol- 
unteers coming into, and becoming mem- 
bers of, the Case Aide Program. A second 
scale, “The Assessment of Therapeutic 
Trainees”, was designed for use by the 
supervisors in assessing the effectiveness of 
a volunteer as a therapeutic agent with a 
mentally ill patient. 

Upon coming into the program, the 
seminarians were required to complete a 
volunteer questionnaire designed to ascer- 
tain descriptive face sheet data, as well as 
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information regarding motivation for join- 
ing the program. The results of this ques- 
tionnaire strongly indicated that all of the 
students wanted to be of service to the pa- 
tient, i.e., to help the mentally ill. 4 

Within a few weeks after the students 
had been assigned their patient, they were 
then asked to complete the motivation 
questionnaire of 56 separate items, The 
M.Q., as it is called, is composed of seven 
sub-scales; each relevant to a specific area 
of motivation for volunteering. The areas - 
are; social, career, escape (from one's en- - 
vironment) mental health knowledge, 
challenge, self-knowledge and service. The 
sub-scales of the Maryknoll Seminarians 
were compared with a group of former 
Harvard Students previously tested. 

Interestingly enough, despite the fact that 
the students originally answered the ini- 
tial questionnaire regarding motivation in 
terms of service to patients, the overwhelm- 
ing majority (12 of 13) ranked extremely 
high in the sub-score of self-knowledge. 
While no test for statistical significance 
was made, the self-knowledge score was 
found to be considerably higher for the 
Maryknoll Seminarian Group (.78) than 
for a group of Harvard Students (.59). 

We wondered why the seminarian was so 
preoccupied with self-knowledge and 
thought about his case aide experience in 
relation to his activities outside the hos 
pital. As the purpose of the novice year 
in the Maryknoll Society was to determine 
whether or not the seminarian was truly 
serious about his intentions regarding his 
commitment to the priesthood, it was rea- 
soned that the more self-awareness, insight, 
or self-knowledge the seminarian had at 
his command, the clearer and firmer a reso- 
lution of his commitment would be to the 
Church. 

As a group, the seminarians’ mental 
health knowledge, escape and career moti- 
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Seminarians in a secular institution 


vation sub-scales were quite low. Thus, 
this group did not come into the program 
to learn about mental health, to escape 
from their environment, or to utilize the 
case aide experience as a potential career 
testing ground. The Harvard Students 
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some five to six months after the group 
entered the program. 

The total mean score for thirteen semi- 
narians was 23.4. Their score was con- 
siderably higher than for thirty-one Har- 
vard Students previously tested, the latters’ 


The seminarians’ prime underlying motivation was decidedly 
one which involved a deepening and broadening of self- 


awareness. 


tested showed approximately twice as high 
ratings in these three sub-scales. In terms 
of the remaining three sub-scales; social, 
challenge, and service, there is little differ- 
ence percentagewise between the rating for 
the Maryknoll Group and the Harvard 
Group. 

Generally then, it can be stated that other 
students we had occasion to supervise, as 
well as those Harvard. Students previously 
tested, came into the program with very 
different underlying motivations from those 
of the seminarians, Often the former were 
very sophisticated, extremely intelligent, 
and perceptive and wished to make use of 
the field work experience at the hospital 
either to enhance their own theoretical 
knowledge; to test the possibility of a men- 
tal health career or to escape from the col- 
lege classroom environment. The semi- 
narians' prime underlying motivation was 
decidedly one which involved a deepening 
and broadening of self-awareness. 

A second scale, Assessment of Thera- 
peutic Trainees was designed for use by 
psychiatric social work supervisors in evalu- 
ating characteristics associated with thera- 
peutic competence. Each supervisor in the 
Case Aide Program was asked to assess 
every volunteer in his group on the 27 
items included in the scale. The scales 
were to be completed after the supervisor 
felt he knew the volunteers well enough 
to make such an assessment. For the group 
of seminarians, the scales were completed 
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total mean score being 17.3. Sub-score 
comparisons between the  Seminarian 
Group and the Harvard Group could not 
be made as the latter sub-scores were not 
available at the time of this writing. 

In attempting to understand and name 
the qualities of the effective volunteer (a 
high assessment score) it is useful to look 
at the items themselves. The first sub- 
score describes a person who is tolerant, 
empathic, and compassionate. As ex- 
pected, the seminarians scored extremely 
high in this sub-score. Out of nine items 
in the sub-score, ten students totaled either 
eight or nine. One would surmise that 
tolerance, empathy and compassion for 
one’s fellow man are traits as important 
to the successful priest as to the successful 
mental health case aide volunteer. 

In respect to the second sub-score; that 
of describing the person who respects the 
dignity of the patient as an individual, and 
does not need to emphasize status differ- 
ences, once again, the seminarians scored 
extremely high. 

The third sub-score concerned itself with 
the volunteer’s involvement in the thera- 
peutic process such as being flexible and 
capable of imagination and spontaneity in 
trying out new approaches for solving the 
patient's problems. Ten students, of the 
thirteen, received a “perfect score” in this 
area. Contrary to the supervisors’ early 
expectations in comparing their own ex- 
perience with other student and non-stu- 
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dent groups in the program, the authors 
believed that the Seminary Group's curi- 
osity and initiative were somewhat lacking. 
Their creativity and imagination seemed 
more repressed when they first came into 
the program than other groups. 

The items in the fourth sub-scale de- 
picted an objective and emotionally con- 
trolled person who had self-insight and 
was not hampered by outstanding person- 
ality limitations which disrupted his work 
with patients. The Seminary Group, as 
a whole, scored lower on this item (six re- 
ceived perfect scores) than on the previous 
sub-scores. The Supervisors’ rating of the 
groups’ need to gain self-insight, as seen 
in this sub-score, was most certainly in ac- 
cord with the high “self-knowledge” sub- 
score in the motivation questionnaire pre- 
viously described. 

The fifth and sixth sub-scales were in- 
volved with good relationships with pa- 
tients and good relations with supervisors. 
In both these areas the students scored very 
well. The research documents much of 
the material already discussed. 

The seventh sub-scale concerned itself 
with the volunteers' capacity to learn and 
grow. Over half (7) of the group received 
a perfect score of seven, while four more 
scored six points. One might assume that 
students would score well in this area, 
otherwise, they probably would be wasting 
their time in an academic environment. 

The eighth sub-score described the volun- 
teer as psychologically sensitive and trying 
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to understand his patient as a complex 
human being. The result of this sub-scale 
(10 received perfect scores) was not per- 
plexing as one, once again, must assume 
that sensitivity to people is a personality 
prerequisite for the priesthood. 

Finally, the effective volunteer was gen- 
erally optimistic about therapeutic out- 
come. He showed the ability to sustain 
high interest and involvement and backed 
up his faith in the patient and his commit- 
ment to the patient's progress with energy, 
initiative, and action. The high score that 
the seminarians received in this sub-score 
reflect his overall faith and lifetime com- 
mitment to God and man. 

It was felt that utilizing seminary stu- 
dents in the Case Aide Program at the 
Boston State Hospital has been a most re- 
warding experience for the patients, the 
students and their supervisors. 
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Walter Tietz, M.D. 


School Phobia and the Fear of Death 


It has been known for some time that 
the psychodynamics in school phobia could 
be best understood as a variant of separa- 
tion anxiety? Furthermore, it has also 
been observed that school phobia is part 
of a natural history of depressive disorder 
and that there seems to be a depressive 
family constellation in the school phobic, 
occurring in successive generations! The 
prognosis in school phobia seems some- 
what dependent on age. It is relatively 
good in children prior to adolescence and 
relatively poor in older children! In 
younger children the dynamics of separa- 
tion anxiety are prominent: whereas in 
older children there is more widespread 
insidious characteriologic family disorder 
where a depressive family constellation 
dominates, It is the purpose of this paper 
to present a series of cases of school phobia 
occurring in adolescents from 11-15 years 
old, all associated with death in the family, 
where the schol phobia served as a facade 
for the real fear which was fear of death. 
An attempt will be made to understand 
this in the theoretical framework provided 
by Bowlby. 


Case Histories 


Case 1 


Patient is a 14-year old white female, who 
developed psychosomatic complaints and school 
——— eto: eee ete TS 
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phobia shortly after her maternal grand- 
mothers death, which was coincidentally 
followed by a move of the family to a new 
section of the country where there was no ex- 
tended family. The mother was an intensely 
phobic woman always fearing the death of 
her own mother and was extremely overpro- 
tective to her children because she had always 
feared some harm might come to them. The 
patient became obsessed with fear of her own 
mother's demise and became afraid she too 
would die. 


Case 2 


Patient is a 15-year old white male, who 
became acutely disturbed about two months 
after a serious accident where he was severely 
crushed, incurring a fracture of the arm. He 
began to feel weak, helpless, and felt he could 
not exist without his mother being constantly 
with him, resulting in his failure to go to 
school. The patient literally felt he would die 
if he were not with his parents. Furthermore, 
the father also was obsessed with the fear of 
death. 


Case 3 


Patient is a 14-year old white female, who 
developed psychosomatic complaints and in- 
tense school phobia when, one and a half 
years after her grandfather died, her maternal 
grandmother who was dying of cancer moved 
into her home. She was afraid that her mother 
might also die, leaving her alone, susceptible 
to death. As a result, she was afraid to go to 
sleep, equating sleep with death, and afraid 
to go to school because then her mother might 
die. 


Case 4 


Patient is a 12-year old white female, who 
became acutely upset when her mother had to 
leave for the East to attend the funeral of the 
maternal grandmother. She began to develop 
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various psychosomatic complaints, and finally 
would not go to school at all. 


Case 5 


Patient is a 12-year old white male, who had 
been extremely anxious for the past four 
months, since his paternal grandfather died 
in Israel. The father had gone to Israel and 
stayed there for a month. Upon his return, the 
father became irritable, anxious and depressed. 
About two weeks after the father's return, the 
boy became frightened, had various psycho- 
somatic complaints, and refused to be left 
alone. He always wanted one of his parents to 
be at home with him, and he refused to go to 
school. He verbalized the fact that he was 
afraid something might happen to them, es- 
pecially his father. When the parents would 
leave him, he would go into the room with 
his sister in order not to be alone. 


Case 6 


Patient is an 11-year old white male, who 
had had a school phobia ever since he started 
school. When he started school at age six, his 
father had been dead for one year, following 
a bleeding duodenal ulcer. His mother and 
paternal grandmother, who moved in with 
them, constantly reminded him of his father’s 
death. The death of the remaining two 
brothers of his father over the ensuing years 
only intensified the feelings of loss of his 
father. Furthermore, the family belonged to 
a religious sect which predicted the death and 
destruction of mankind in the next few years. 
The boy was constantly afraid his mother might 
die and that this would leave him helpless and 
weak, He became depressed and developed 
suicidal ideation, while at the same time he 
was afraid of his own death and destruction. 


Discussion 

Thus, it can be seen that death, or fear 
of death can be a precipitating event in 
the genesis of a school phobia. In all the 
cases presented here, there was not only 
a school phobia, an active death or fear 
of death of the parent, but it was also 
always associated with a fear of the child’s 
own death. 

How can this best be understood? John- 
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son? and her co-workers have suggested 
that the syndrome of school phobia be 
redefined in terms of an etiologic diagnosis, 
namely, separation anxiety. Johnson has 
defined separation anxiety? "As a patho- 
logical emotional state in which child and 
parent are involved in a relationship char- 
acterized by an intense need on the part 
of both to be in close physical proximity." 
Sperling !? sees school phobia as a neurosis 
characterized by fixation at the anal-sadistic 
level, the time where individuation and 
separation should occur. It thus represents 
a failure to resolve the normal infantile 
symbiotic relationship the mother has with 
the child, and is interpreted as an acute 
separation threat which has the implied 
meaning of impending death. 

The problem of separation anxiety and 
its relationship to grief and mourning has 
been studied intensively by Bowlby. Ac- 
cording to Bowlby,” the child develops a 
tie to the mother as a direct outcome of the 
activation of a number of instinctual re- 
sponse systems among which are crying, 
smiling, sucking, clinging and following. 
When these instinctual response systems are 
activated and the mother figure is tem- 
porarily not available, the response is one 
of separation anxiety? When the mother 
figure appears to be permanently absent, 
the response is one of grief and mourning.‘ 

Thus, the relationship of separation 
anxiety and mourning is determined by 
the temporary or permanent absence of the 
mother figure. Viewed in this light the 
dinical observance of the association of 
school phobia in the child and depression 
and depressive constellation in the family, 
can be readily understood. 

Furthermore, if one feels that the at- 
tachment behavior to the mother is basi- 
cally instinctual and has survival value, 
failure to resolve this attachment and sep- 
arate successfully, would cast doubt on 
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pu Anannnunooppp n mumm—— 
The association of school phobia 
and death in the family may be 
fortuitous and may not be caus- 
ally related, but it does seem to 
affect the prognosis when school 
phobia does develop. 


one’s ability to exist autonomously. Thus, 
failure to dissolve this pre-oedipal bond 
means failure of ego autonomy and implies 
ego dissolution. 

The relationship of depression to separa- 
tion of the infant from the mother figure 
had earlier been described by Spitz. He 
described a syndrome occurring in infants 
in the second half of the first year of life 
at which time the infants were separated 
from their mothers for a period of three 
months or more, The infants lost their 
means of emotional support and therefore 
developed an “anaclitic depression” mani- 
fested by sadness, withdrawal, slowness of 
movement, loss of appetite, and loss of 
weight. This became very serious and 
actually had a high mortality with it. In 
addition to the high mortality, followup 
studies on these infants showed some re- 
tardation of development. 

It is possible that in the cases of school 
phobia described in this paper, the feared 
loss of the mother figure was not only 
manifested by separation anxiety and 
school phobia, but also by an "anaclitic 
depression," in Spitzs sense. The fear 
of their own death which all these cases 
showed, may be a direct outcome of an 
“anaclitic depression." Thus, the feared 
loss of the mother figure on which to lean 
on or depend on, caused a feeling of vul- 
nerability, manifested by their fear of their 
own death. 

As a result of a number of studies, 
it has been postulated that the effects of 
early separation are hidden, and later re- 
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peated experiences of loss reactivate the 
processes originating in the earlier loss. 
Bowlby feels that studies reporting an 
association between childhood mourning 
and later depressive states are significant 
because of the similarity he discerns be- 
tween grief and mourning in an adult and 
the despair phase of response to separation 
in an infant. He feels that the defensive 
detachment following the despair phase 
of childhood mourning precludes a healthy 
working through of grief in the child and 
later predisposes him to depressive reac- 
tions. 

In the cases reported here, the associa- 
tion of separation anxiety, manifested by 
the school phobia in the child, and a death 
in the family were concomitant. The 
death tended to start the process of grief 
and mourning and in a circular fashion 
reactivate the feelings of anxiety associated 
with separation. The sequence of events 
was the exact reverse of the usual manner 
grief and mourning proceed. 

There, as described by Bowlby, 4 the 
phase of protest, separation anxiety, is 
succeeded by a phase of despair, or grief. 
In these cases reported here grief occurs 
first, and then is followed by separation 
anxiety, manifested by school phobia. 

It should be noted that the cases pre- 
sented are mostly in the older age group 
which is associated with a poorer prog. 
nosis. The association of school phobia 
and death in the family may be fortui- 
tous and may not be causally related, but 
it does seem to affect the prognosis when 
school phobia does develop. It seems fairly 
obvious that school phobia will not in- 
evitably develop in every child when an 
actual death occurs in a family. Bowlby 
has felt that the effect of the mother's 
disappearance or death is related to a criti- 
cal time in the child’s development, 
namely from six months to three years * 
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If the mother is absent in that period a 
serious characterologic effect may appear 
in the child. Nevertheless, it would be 
interesting to study children where death 
has occurred in the family and no school 
phobia develops. In this way the coping 
mechanisms can be better understood. 


Summary 

Six cases of school phobia occurring in 
adolescents ranging in age from 11 to 15 
years old are presented. In all the cases 
there is an association of school phobia, 
an active or feared death in the family, 
and a fear of the adolescent's own death. 
Using the frame of reference provided by 
Bowlby, school phobia can be understood 
as failure to resolve the normal attachment 
behavior. Its failure becomes linked up 
symbolically with failure to exist as an 
independent person, resulting in a school 
phobia. The presence of an active death 
in the family does seem to affect the prog- 
nosis once a school phobia does develop. 
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Eugene J. Faux, M.D. 
Blaine Crawford, M.S.W. 


Deaths in a Youth Program 


The authors discuss eleven deaths that occurred in a series of 595 
patients admitted to the Utah State Hospital Youth Program over a 
six-year period. They consider five of these deaths to have been pre- 
ventable. Since four of these five took place among patients assigned 
to the same geographic unit, it seems reasonable to assume that they 
are related to staff attitudes and hospital living experiences. 


It is well known that children who have 
sufficient problems to enter state hospitals 
have a higher than average death rate. 
They tend to be accident prone, abrasive 
and depressed. Since the beginning of the 
Utah State Hospital Youth Program six 
years ago, records have been kept concern- 
ing all deaths. 

This paper will discuss the reasons for 
these deaths and the possibility that some 
of them could have been prevented. 

This program is the only residential 
treatment program for children in the state 
and as such has admitted 595 patients over 
the six-year period. These children were 
grossly decompensated and were usually 
not admitted unless local community ser- 
vices had been exhausted. 

During this time children were required 
to live on the adult wards, which were 
divided into the geographic unit system. 
Each unit had its own professional staff, 
attendants and two to four wards. 

Dr. Faux and Mr. Crawford arc with the Utah 
State Hospital, Box 270, Provo, Utah 84601. 
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Eleven deaths took place—five during 
hospitalization and six after hospitaliza- 
tion. The causes ranged from a motor- 
cycle accident to three suicides, one possi- 
ble suicide and one murder. Unit I had 
two deaths, Unit II had one, Unit III had 
seven and Unit IV had one. Unit V, with 
the largest average daily census of young 
people and adults, had no deaths. 

The youngsters in this sample, who 
ranged from age 13 to 19, had had their 
professional treatment and schooling in a 
day program separate from the rest of the 
hospital. All the hospitalized young 
people return at night to their respective 
wards on the adult units. Utmost coopera- 
tion is necessary between the two profes- 
sional teams involved. 

The authors will now take great liberties 
with this paper and record their subjective 
impressions in a general way as it con- 
cerned each adult unit, their attitudes 
about children and the type of experiences 
with the youngsters and staff. 
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Unit I 


Interested in children, wanted to help, 
good staff rapport, permissive attitude, al- 
ways available for conferences about chil- 
dren, some resistance to acting out patients. 


Unit II 


Positive attitude about children and a 
desire to help. Cooperative and available 
at all times, permissive in their approach. 
The children liked their dorm and staff. 
Worked well with acting out as well as 
withdrawn youngsters. 


Unit III 


Passive cooperation at first with gradual 
resistance and antagonism to children as 
responsibilities were felt. Intolerant of act- 
ing out patients and insisted only psy- 
chotics should be admitted. Antagonized 
the children and Youth Center staff. Boy- 
cotted staff seminars and when there rebel- 
liously insisted that most mental illness 
was a myth. Finally refused to allow any 
children on their wards and the other units 
had to take care of them. 


Unit IV 
Cooperative and helpful. Positive most 
of the time. Had some of our most diffi- 
cult cases to help with and did so without 
complaining. Permissive in approach. 
Available for conferences. Tends to resist 
acting out patients. 


Unit V 


This unit has a tremendous morale and 
handles the largest case load in the hospi- 
tal. Responsibilities are taken religiously 
with children, even volunteering additional 
help or ideas. The children feel they are 
on a good unit, but complain that the 
policies are restrictive, There is a discipli- 
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nary attitude and strong therapeutic com- 
munity type program. Personnel work 
equally well with psychotic and acting out 
patients. 


Discussion 
After analyzing this particular series of 
deaths the authors have concluded that five 
of them were preventable. Case 1 was in 
Unit II. The other four were in Unit III. 


Case 1 


This was a 15-year-old mentally retarded 
boy who had been in the hospital several 
years before the Youth Program began. 
He was taken for granted as a long-term 
problem and yearly physical examinations 
were not done. He never complained and 
took care of himself without much assist- 
ance. One day in the shower room an 
attendant noticed he had a large testicle 
which proved to be very malignant and the 
cause of his death. 


BEST TRISTE TESTE MTS TT AES ET EEUU 
... one night (he) hanged himself 
after making numerous threats to 
do so. He had been regarded as 
a...nuisance who made frequent 
suicide gestures, but, who seemed 
unlikely to harm himself seri- 
ously. 


—————— ————— 


Case 2 


This 14-year-old girl was in the hospital 
several months before the Youth Program 
was initiated. She came from a broken 
home, having been deserted by her mother 
in infancy. She failed to prosper after al- 
most a year's hospitalization. The father 
and stepmother made it plain they did 
not want her back in their home. At this 
point her natural mother appeared at the 
hospital, having lived all these years in an- 
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other state. She requested the patient's 
release, saying she was financially success- 
ful and capable of assuming responsibility 
for her daughter. The father at first ob- 
jected but later joined his ex-wife in re- 
questing the patient's release. Since she 
was a voluntary admission she was dis- 
charged. One and one-half years later we 
learned she had hanged herself in a girl's 
reformatory in the mother's home state. 

She was a treatment failure in our in- 
stitution and we hopefully and naively felt 
she could adjust when reunited with her 
mother. 


Case 3 


This boy came from a broken home, and 
experienced severe rejection by both of his 
parents. After unsuccessful private care 
he was admitted to the Utah State Hospital 
Youth Program but persuaded the judge 
to release him when he had his hearing. 
One and a half years later he was admitted 
as an adult patient making suicidal threats 
and cutting himself. He could not get 
along in the hospital and one night hanged 
himself after making numerous threats to 
do so. He had been regarded as a poorly 
motivated antisocial nuisance who made 
frequent suicide gestures, but, who seemed 
unlikely to harm himself seriously. Very 
few precautions were taken and supervi- 
sion was lax. 


Case 4 


This girl was admitted at age 10 when 
Child Welfare workers claimed she had 
exhausted her foster home and school. She 
seemed to only be antagonized by hospital- 
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ization but failed also to adjust when an- 
other foster home was tried. On her sec- 
ond admission her regular unit would not 
accept her and she was transferred to an- 
other ward. She and another female teen- 
ager went AWOL claiming to have had a 
sexual escapade with boys they picked up. 
They called the police afterward and asked 
to be returned to the Hospital. Subse- 
quently the program for her was restrictive. 
One night after a temper outburst she was 
found hanged by a sheet in her seclusion 
cell. 


Case 9 


This 19-year-old epileptic girl was ex- 
tremely paranoid and abrasive. She could 
never prosper in the Hospital and seemed 
to go from bad to worse. She was found 
dead while at home on a trial visit and 
had taken an overdose of barbiturates. 

Psychiatric treatment was a complete 
failure and she expressed hatred for the 
Hospital. 


Conclusions 


Four, and possibly five, of these cases 
were suicides. Since they were assigned to 
the same geographic unit and since no other 
unit in the Hospital had this difficulty it 
seems appropriate to relate these tragedies 
to staff attitudes and hospital living 
experiences.* 


*'The authors are currently working on a study 
to further identify living problems for our chil- 
dren as they occur in our Hospital. A later publica- 
tion will define the social static on the respective 
units in a less subjective fashion. 
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Herbert G. Richek, M.S.W. 
Clyde D. Mayo, M.S. 
Herbert B. Puryear, Ph.D. 


Dogmatism, Religiosity and Mental 
Health in College Students 


Data of this study were used to test the hypothesis that the more dog- 
matic an individual is, the less secure he is. Ss were 166 lower division 
students at a small denominational university who completed the 
MMPI and the Dogmatism scale and who also provided information 


on their religiousness. 


The hypothesis was supported for religious 


females but not for males; in the latter group, it was found that high 
dogmatism scores were associated with “mentally healthier" scores on 
the MMPI scales of Hypochondriasis, Psychopathic Deviate and Schizo- 


phrenia. 


In his seminal work, The Open and 
Closed Mind, Rokeach? reported a sig- 
nificant positive relationship between dog- 
matism (as measured by his scale) and 
anxiety. The relationship, however, did 
not prevail in all samples—thus, religious 
subjects who were dogmatic were also anx- 
ious, whereas advocates of authoritarian 
political beliefs who scored high on the 
D (Dogmatism) scale were low on the 
anxiety measure. All subjects were college 
students; the politically dogmatic Ss, how- 


Mr. Richek is Assistant Professor in the School of 
Social Work, University of Oklahoma, Norman, 
Okla. 73069. Mr. Mayo is a doctoral candidate in 
psychology at the University of Houston, Houston, 
Texas, and Dr. Puryear is Associate Professor of 
Psychology, Trinity University, San Antonio, Texas. 
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ever, were in attendance at English 
institutions while the religious Ss were 
Americans. The speculations offered by 
Rokeach to account for the discrepant 
findings are not germane here; Rokeach 
proffered the explanation that religious be- 
liefs may not be effective as an “anxiety 
reducing agent.” 

Rokeach's postulated relationship be- 
tween dogmatism and anxiety received sup- 
port in the investigation by Korn and 
Giddan t of the construct validity of the 
Rokeach D scale. These investigators 
found a significant negative correlation 
between D scale scores and the California 
Psychological Inventory (CPI) Well-Being 
scale scores, (Ss were 195 male college 
freshmen); they state that the correlation 
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indicates that ". . . the more dogmatic 
an individual is . . . the less secure he is." 


It should be mentioned that the religiosity 
of the college students was not a variable 
of interest in this investigation. 


MU MM 
For religious females, however, 
dogmatism does appear to be 
negatively associated with men- 
fal health. 


TS, 


The purpose of the present study was 
to re-investigate the relationship of dog- 
matism, religiosity and mental health in 
lower division college students. The re- 
sults appear to be sharply at variance with 
the Rokeach ? and Korn and Giddan? find- 
ings and cast doubt on the unqualified 
hypothesis that dogmatism is inversely re- 
lated to indices of mental health in col- 
lege students. 


Procedure 


The following data were obtained from 
166 freshman and sophomore college stu- 
dents: Dogmatism (D) Scale scores; MMPI 
scores (in raw form) for the 10 standard 
clinical scales, three validity scales (L, F 
and K) and Anxiety (A), Repression (R) 
and Ego Strength (ES). Subjects also re- 
sponded to questions regarding their 
church affiliation and whether they con- 
sidered themselves to be religious or non- 
religious. The data were collected as part 
of another investigation? The MMPI 
scores were used to provide measures of 
mental health. 

Since there are sex differences on the 
MMPI scores in raw form, four groups 
were initially defined: Religious females 
(N—78) Non-religious females (N—21), 
Religious Males (N—45) and Non-religious 
males (N—22). 
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A correlational analysis revealed several 
significant associations between the D scale 
scores and certain of the MMPI variables. 
Therefore, all four groups of Ss were fur- 
ther categorized as low or high dogmatic 
(divided at the median) and the groups 
were compared using the MMPI scales as 
the dependent variables. 


Results 
Males 


The findings of the comparison between 
high dogmatic and low dogmatic religious 
males are certainly in conflict with those 
of Rokeach and Korn and Giddan. The 
more dogmatic religious males scored sig- 
nificantly lower on three MMPI clinical 
scales: Hypochondriasis, Psychopathic De- 
viate and Schizophrenia. 


Females 


Korn and Giddan did not address them- 
selves to the relationship of dogmatism 
and psychological well-being in female 
college students, but Rokeach’s conclusions 
apparently hold both for males and fe- 
males. For the religious females in this 
study, the more dogmatic the subject is, 
the more depressed, the more psychasthe- 
nic and the more anxious she is (although 
this latter relationship is three hundredths 
of a point removed from statistical signifi- 
cance). 


Discussion 

That the findings vis à vis the religious 
males in this investigation are not in ac- 
cord with the statement: ". . . the more 
dogmatic an individual is . . . the less se- 
cure he is" appears evident. It is difficult 
to accept a position that higher Hypo- 
chondriasis, Psychopathic Deviate and 
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Schizophrenia scores are indices of “se- 
curity' or "wellbeing"! For religious 
females, however, dogmatism does appear 
to be negatively associated with mental 
health. 

'The difference in results may possibly 
be accounted for in a number of ways; 
for one thing, the MMPI, the CPI Scales 
and the scale Rokeach used as an index 
of anxiety provide differing measures of 
personal and social adjustment. Also, 
scholastic aptitude is a variable of influ- 
ence, and such data were not available on 
our subjects. In this connection, it should 
be noted that Korn and Giddan found a 
significant inverse relationship to exist be- 
tween both verbal and quantitative ap- 
titude and dogmatism in males; for fe- 
males, they found only the negative 
correlation between verbal aptitude and 
dogmatism to be significant. Finally, re- 
ligiosity of the Ss was not a variable in the 
Korn and Giddan study and the extent to 
which this may account for the discrepant 
findings between our study and theirs is 
not known. 
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It would, however, appear safe to con- 
clude that Rokeach's assertion that re- 
ligiosity may not be effective as an “anxiety 
reducing agent” warrants re-investigation, 
at least in male college students; our data 
support the Rokeach hypothesis only for 
religious dogmatic females. In fact, con- 
tinued investigation of the relationship 
between dogmatism and mental health 
along with the study of a variety of con- 
tingent factors might have considerable 
theoretical as well as practical significance 
for mental health professionals in univer- 
sity settings. 


REFERENCES 


1, Korn, H, A. and Giddan, N. S. Scoring methods 
and construct validity of the dogmatism scale, 
Educational and Psychological Measurements, 
24:867-74, 1964. 


2. Mayo, C. C., Puryear, H. B. and Richek, H. G. 
MMPI correlates of religiousness in late adolescent 
college students, Journal of Nervous and Mental 
Diseases, 149:381-85, 1969. 


3. Rokeach, Milton, The Open and Closed Mind, 
New York: Basic Books, 1960. 


MENTAL HYGIENE 


Alex D. Pokorny, M.D. 


Correlating the Fifteen Indices with 
Hospital Achievement Awards 


Fifteen Indices? was a publication de- 
signed to bring out the relative standing of 
the states in support of mental health pro- 
grams. The general goal was to help in 
obtaining adequate support for such pro- 
grams. It was intended for use in public 
education, legislative hearings, and in self- 
evaluation by the officials and citizens of 
each state. 

Fifteen Indices first appeared in 1957 and 
was reissued at two-year intervals until 
1968, It is now under study for revision. 
We would expect that the states that scored 
high on the indices would be the ones with 
better programs, but this is difficult to judge 
without using the same items which make 
up the indices. One outside criterion which 
should identify quality in state mental 
health programs is the distribution of the 
American Psychiatric Association's Mental 
Hospital Achievement Awards? (recently 
renamed Hospital and Community Psychi- 
atry Achievement Awards). These have 
been given for the past twenty years, thus 
overlapping completely the period during 
which Fifteen Indices was published. 

This report presents a comparison of the 
states with respect to their standing in the 
Fifteen Indices and their numbers of 
Achievement Awards, The data published 
in Fifteen Indices for 1956 (in some instances 
1955 or 1957) were used, because these 
uU A Ud ih dae o 0c 
Dr. Pokorny is Professor and Acting Chairman, 
Dept. of Psychiatry, Baylor College of Medicine, 
Houston, Texas 77025, and Chief of Psychiatry, 
VA Hospital, Houston. 
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dates fall in the approximate midpoint 
of the 20-year Achievement Award period. 
Only the 48 contiguous states were studied, 
because data for Hawaii and Alaska were 
largely unavailable for that time. With re- 
gard to the APA Achievement Awards, the 
entire period of 1949-1968 was used. Only 
those awards which were given for state 
programs were included (omitting those for 
VA, city, county, private, and community 
programs not administered by the state). 
The total number of awards given to the 
48 states was 52, including honorable men- 
tion awards. This is admittedly a small 
number for statistical manipulations, but 
this was the total number available. In- 
itally a weighted system was tried, giving 
more credit for first and second prizes, but 
this turned out to correlate .98 with a sim- 
ple count of numbers of awards. Accord- 
ingly, the latter was used in the calcula- 
tions reported here. 

The Fifteen Indices, as those familiar 
with this document will realize, tend to re- 
flect related and at times overlapping items 
(e.g, “per capita general state expendi- 
tures” and “per capita general state and 
local expenditures"). Thus, it was decided 
to reduce the 15 indices to a smaller number 
of dimensions or groupings by the tech- 
nique of factor analysis (principal axis with 
varimax rotation). 
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labeled: I. “Advantaged Status"; II. 
“Understaffed, Low-cost Program”; and III. 
“Low State Government Spending.” The 
15 indices grouped readily into these three 
factors,* with high correlations or loadings. 


Evidently some states man- 
age to have well-staffed and 
well-financed public mental 


health programs even though 
they have only average gen- 
eral state spending levels .. . 


The three factors were then correlated 
with the numbers of awards for the period 
1949-1968, and with the population of each 
state as given by the 1960 census. One in- 
teresting finding was that Factors II and 
II had negligible correlations with total 
population (.09 and .05), whereas Factor I, 
"Advantaged Status," was significantly and 
positively related to population (product- 
moment correlation of 41). This indicates 
that the more populous states tend to be the 
more advantaged in such terms as income, 
numbers of psychiatrists, and expenditures 
for public mental hospitals, 

It should be recognized, however, that 
the more populous states also have larger 
numbers of state mental hospitals and other 
state institutions and programs, and thus 
have more potential candidates for an 
award. Indeed, the number of awards dur- 
ing 1949-1968 was found to be correlated 
45 with population, confirming that more 
populous states with more institutions re- 
ceive more awards. This confounding in- 
fluence of population was therefore re- 
moved by the technique of partial correla- 


* Factor I is made up of Indices 1, 6, 7, 8, 11, 
12, 14 and 15; Factor II of 2, 3, 4 and 5; Factor 
III of 9, 10 and 13. The loadings range from .66 
to .95, and some of the correlations are negative 
(inverse). 
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tion. As a result, the number of awards 
showed no significant relationship to Factor 
I (Advantaged Status) or Factor III (Low 
State Government Spending). The number 
of awards did, however, show a strong in- 
verse relationship (r=—.59) with Factor II 
(Understaffed, Low-cost Program); the states 
which get awards for their state mental 
health programs are those which score low 
on this factor; that is, they are better staffed 
and have higher costing programs. The 
same relationships hold when the award pe- 
riod is split into two ten-year periods. 

It is somewhat surprising that "Ad- 
vantaged Status" shows no significant rela- 
tionship after the effect of larger population 
is removed. Likewise, a low general level 
of state spending (Factor III) does not show 
any relationship to number of awards. Evi- 
dently some states manage to have well- 
staffed and well-financed public mental 
health programs even though they have only 
average general state spending levels, and 
they also manage to get their share of the 
awards. 

It would appear, therefore, that at least 
some of the fifteen indices do indicate which 
states will receive more awards for innova- 
tive and outstanding mental hospitals and 
mental health programs; these are the items 
most directly related to staffing and funding 
of public mental hospitals, An incidental 
finding is that the fifteen indicies are some- 
what overlapping and redundant; they 
group readily into three factors or clusters 
of items. 
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Rudolph F. Wagner, Ph.D. 


Secondary emotional reactions in 


children with learning disabilities 


"This discussion is based on the assump- 
tion, or willful suspension of disbelief, that 
disabilities in children do exist. It is 
further assumed that the learning disability 
is primary, and the emotional reactions 
to such disability are secondary in nature. 
The existence of primary emotional dis- 
turbances with symptomatic learning dis- 
abilities is not denied here. The subject 
will be approached on two levels: namely, 
(1) developmental psychological aspects of 
emotional reactions; and (2) possible 
remedial therapeutic efforts and techniques 
for treating these secondary signs. 


Developmental Psychological Aspects 


Before a youngster enters school he is 
usually a happy fellow even though he may 
potentially have a reading problem. The 
misery of the dyslexic child starts at the 
threshold of the school building! He will 
first try to fool the teacher by learning 
whole passages by heart since he is en- 
dowed with at least average intelligence. 


Dr. Wagner is Chief Psychologist, Richmond Pub- 
lic Schools, $12 North Ninth Street, Richmond, 
Va. 28219. This article is based on an address 
given before the Orton Society, Capital Branch, 
in Bethesda, Md. in November 1969. 
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At the end of the first grade he will be in 
the lowest reading group in class. His 
reading is labored, words are omitted, con- 
sonantal clusters are reversed. Someone 
might have already called him a dummy. 
This is the point where the secondary 
emotional reactions have their origin. The 
child reacts to continuous failure and to 
social ridicule by showing the first signs 
of an awareness that he is a failure. This 
reaction is provoked in two ways: first 
from within by affecting the budding self 
image; and secondly from without by be- 
ing told about the poor performance. The 
emotional reactions are not specific to the 
learning disability but are the child’s basic 
personality, only made more intense by 
provocation: the shy one gets shyer, the 
extrovert becomes aggressive, and the 
mildly anxious youngster may become 
phobic. Their reaction is expressed in 
hiding, avoiding or even denying the dis- 
ability. An inferiority complex develops. 
The danger exists now that these gradually 
emerging emotional reactions may become 
permanently imbedded in the child's be- 
havioral patterns, even after academic 
remediation has been instigated. They 
may become functionally autonomous. 
However, the beginning of academic 
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remediation usually brings about a partial 
cessation of secondary emotional reactions. 
Four categories of emotional reactions can 
be discerned among those suffering from 
this agony as a byproduct of learning dis- 
abilities: 

l. Defense and Avoidance Mechanisms, 
for example falsification of signatures, los- 
ing report cards, refusal to read, avoidance 
of books, etc. 

2. Compensatory Mechanisms, such as 
developing behavior problems, foolishness 
in class, bragging, clowning while others 
read, or dressing up to the teeth. 

3. Aggressiveness, either overt or covert, 
such as fighting on the yard, critical re- 
marks, bothering others, making biting 
comments or throwing spitballs. 

4. Anxiety and Withdrawal, behaviorally 
manifested in dependence, depression, day- 
dreaming, regressive tendencies, or various 
fears. 

The last two categories above may also 
develop into psychosomatic complaints 
with a variety of symptoms. Girls seem 
to be less affected by emotional reactions 
to failure than boys in the same way as 
the ratio of boys to girls is disproportionate 
(approximately 4:1). There are few chil- 
dren with learning disabilities, somewhere 
up to 10 percent, who show no emotional 
reactions, but this may well depend on the 
depth of the psychodiagnostic evaluation. 


Remediation and Therapy 


Treatment of emotional reactions to pri- 
mary learning disabilities, if at all at- 
tempted separate from remediation efforts 
focusing on the academic disability, are 
available and may involve various tech- 
niques. Among the better known are: 

l. Tutorial Relationship. Remediation 
procedures usually call for a small class en- 
vironment and a 1:1 basis of teacher-child 
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relationship. It should be realized that 
this relationship is not only necessary for 
the conquest of academic deficiencies but 
seems to prepare the therapeutic conditions 
that are also inducive to the treatment of 
emotional reactions. This is of paramount 
importance with regard to the qualifica- 
tions of the remedial or Special Education 
teacher who must be trained not only in 
academic remediation but also in counsel- 
ing therapy. 

2. Supportive Counseling. Counseling 
should be a byproduct of any academic 
remediation effort. It can be carried out 
by the school counselor or school psycholo- 
gist in cases of mild-to-moderate severity. 
Supportive counseling is just as important 
for the child as it is for his parents. 

3. Psychotherapy. In severe cases of 
emotional reactions, psychotherapy is in- 
dicated, usually provided by psychiatrists 
and well-trained psychologists. 

4. Medication. At this stage, medica- 
tion can be regarded only as a concomi- 
tant treatment, side by side with counseling 
or psychotherapy. Drug therapy still lacks 
the specificity needed to be directed to- 
wards specific symptoms. At best a child 
may be made amenable to treatment or 
remediation. The hyperactive may calm 
down more, or the anxious might be less 
apprehensive. 

5, Behavior Modification. In recent 
years, operant conditioning techniques have 
been used successfully with all types of 
behavior, including learning disabilities. 
The technique may be carried out by the 
classroom teacher or parent, under super- 
vision and after instruction from appropri- 
ate professional consultants. 

6. Curriculum Modification. The sub- 
ject of whether a dyslexic child should 
remain in the classroom or be isolated into 
special remediation groups is still con- 
troversial. However, one philosophy is 
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that the child should remain in the regular 
class where the non academic courses could 
be taught (physical education, art, shop, 
etc), while the skill subjects would be 
offered in small groups, but in the same 
school, by qualified special teachers. 

One of the assumed advantages here 
would be that the child remains with his 
peers, possibly lessening the severity of 
emotional reactions. On the other hand, 
the child may become more aware of his 
disability if he is isolated and may have 
to face social demands once he leaves the 
sheltered special class. 

To this writer, the ideal solution—as 
yet far away from reality—is the amalgama- 
tion of child-oriented theories and task- 
oriented theories. A dyslexic child fights 
the language system; he is “normal” other- 
wise. If the given language system would 
not require left-right discrimination, con- 
sonantal blends, stringing of letters to make 
a word that stands for one idea—then he 
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would have a chance to beat the reading 
game in our culture. There is a clash be- 
tween the human and the task system which 
must be overcome first. Our "normal" 
children seem to be able to read in spite 
of the clash of two systems. But a large 
percentage of children cannot cope with 
these incompatibilities between man and 
task systems, Something has to give be- 
fore we can look for the breakthrough in 
special education. Some remedial method- 
ologies for teaching reading have tried to 
make a dent into the dimensions of a task- 
system by altering the alphabet and orthog- 
raphy of a given language (eg. "i.ta.", 
or Laubach), but at the end of the line the 
children taught by these methods face the 
cold reality of our English language usage: 
it is different from what was taught to them, 
and the moment of truth, the transition, 
has come. This is where failure once again 
may knock at the door of the "cured" dis- 
abled learner. 
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Robert Bellino, M.D. 


Perspectives of Military 
and Civilian Retirement 


This paper will attempt to compare and 
contrast some potential and actual diffi- 
culties in two large retirement populations 
—the military * and the civilian. Impor- 
tant areas of social and personal conflict 
and of potential psychopathology developed 
in coping with the stress of retirement will 
be indicated. A comparison of the or- 
ganic health problems in military and ci- 
vilian retirees will not be attempted here. 
It is hoped that the comparisons made will 
aid counselors and therapists in recogniz- 
ing conflicts in adjustment of both the 
civilian and military retirees and in ad- 
vising them accordingly. 


Definition of Retirement 


A precise definition of retirement or of 
its requirements exists neither for the mili- 
tary nor for the civilian retiree. Whether 
one is retired may depend on age, labor 
force participation, or physical and mental 
condition. Conditions of declining health 
and physical capacity usually are given as 
reasons for the need for retirement of civil- 
ians in the lower occupational statuses. 


Dr. Bellino was a senior psychiatric resident at the 
University of Florida and Gainesville VA Hospital 
when this paper was written, Requests for reprints 
may be sent to him at Suite 11, Perrine Plaza, 417 
12th St. West, Bradenton, Fla. $3505. 
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In the military, and in a large segment of 
the higher civilian occupational statuses, 
withdrawal from the work force occurs be- 
cause of a formal retirement system. 

Only in the last several decades has ci- 
vilian retirement emerged as a social pat- 
tern, while military retirement has been 
an expected termination of a career for a 
much longer period. In general, civilian 
retirement is considered to be an accrued 
benefit for the individual, serving to guard 
him against the difficulties of old age. 
In reality, retirement for both the civilian 
and military work forces is usually a con- 
sequence of institutional needs and inter- 
ests. 

For all retirees, retirement is an event 
which marks a turning point in their life 
histories. Retirement is both a status and 
a process for all individuals. Accepting a 
status of retirement can lead to stability 
and a realization that the individual will 
have a retirement status until death. The 


* Many good sociological studies have dealt with 
the problems of the civilian retiree but none has 
dealt with the military retiree.!0 However, several 
articles have recently appeared in medical journals 
describing a pre-retirement syndrome in military 
personneli-8 We have recently published a paper 
for Florida physicians in which we attempted to 
define the post-retirement problems of the military 
retiree and offer suggestions for treatment.? 
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retirement process is the orderly transition 
from one period of life to another, leading 
to new interpersonal and social adjustment. 


Financial Problems of the Retiree 


At retirement the typical civilian retiree 
is about 65 years old. His children are no 
longer dependent on him—a fact which re- 
duces the minimum income needed for sub- 
sistence. His retirement benefits usually 
consist of a pension which is intended to 
provide a reasonable measure of income, 
but which in fact provides only a minimum 
subsistence level. 


Absence from home may have en- 
abled the couple or family to ad- 
just to or accept a relationship 
which under conditions of closer 
contact may be strained. 


m 

The military retiree is about 42 years old 
after a 20-year career. He generally has 
a wife and two or more dependent children, 
all of whom are accustomed to a certain 
prestige and standard of living. At the 
present time a chief petty officer with 20 
years of service can expect to receive a re- 
tirement income of about 250 dollars per 
month, His financial and social expecta- 
tions make his pension too small for re- 
tirement to be a leisurely period or an ac- 
ceptable status, He does fare somewhat 
better financially than the civilian because 
he has access to added benefits such as 
completely free medical care and commis- 
sary privileges. 

In America the social status of the family 
is often associated with the occupational 
position of the head of the household. In 
addition to status, our society largely de- 
fines success as money, activity, and youth. 
In our culture these factors are also inti- 
mately associated with work. The military 
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retiree maintains his youth, and financial 
needs necessitate continued employment 
with its concomitant activity. The need 
then for success i.e. work is a constant pres- 
sure on him. 

The civilian and the military retiree are 
handicapped in finding employment as 
both are heir to larbor market prejudices. 
Employers often prefer to fill positions 
from within their owns ranks with younger 
men whħo have developed within the com- 
pany. In addition, employers often feel 
that retirees can be hired at reduced salaries 
because of their retirement pensions. This 
supplemental income may further cause 
problems with unions and fellow employees. 
Unions often exert pressure on employers to 
hire younger men who have no retirement 
pensions. Fellow employees may harbor 
resentment against the retiree and envy the 
extra income which supplements his salary. 
The military retiree is further handicapped 
by the fact that some of his skills cannot 
be carried into the civilian labor market, 
and he often lacks employment information 
which might aid his integration into the 
labor market. 


Interpersonal and Social Problems of 
the Retiree 


Community acceptance, social status, and 
residence are areas of conflict for the mili- 
tary retiree immediately on retirement. 
The civilian who has community roots and 
retains the same friends and social ties does 
not experience so disruptive a change. 

In a 20-year military career, the careerist, 
often accompanied by his family, has had 
six to eight separate assignments in many 
geographical areas where he had no in- 
tention of living permanently. He has 
been unable to develop lasting ties with 
any civilian community, with its social 
groups, established neighbors, churches and 
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schools, which might ease the changeover 
to civilian life. 

Few professions or occupations throw in- 
dividuals and families into such close social 
relationships with colleagues as does mili- 
tary life. Very quickly families learn that 
rank has privileges and provides a ready 
made social position. The serviceman and 
his family incorporate the value system 
to which they have become accustomed. As 
reitrement approaches, the family and the 
retiree feel the impact of the loss of a way 
of life that has proved secure and satis- 
fying. Then, unlike the civilian family, 
they must search and find a completely 
different social position in a new subcul- 
ture that provides even fewer guidelines for 
them than it does for the retiring civilian 
family who do not have to so completely 
reorganize their lives. 

Civilian and military retirees have a simi- 
lar problem in the extra amount of time 
they will initially spend at home. Absence 
from home may have enabled the couple or 
family to adjust to or accept a relationship 
which under conditions of closer contact 
may be strained. At retirement, interper- 
sonal relations must be extended by at 
least eight hours each day. This adjust- 
ment may be more of a problem for the 
military family, as military commitments 
have often separated them for extended 
periods. Even when the military retiree 
finds employment he spends relatively more 
time at home than ever before. 


The military retiree has no coun- 
seling either verbal or written 
except in the area of financial 
benefits. 


The wife, due to her husband's absences, 
may have learned to be the decision maker 
—a role she may not wish to or know how 


NOTES 


to relinquish, Finding himself without the 
usual means of self-expression through 
work, the civilian or the military retiree 
may elect to express himself in a situation 
in which the available role is already well 
filled by his wife, He may try out a new 
role at home as homemaker, advisor, or 
head of the household. This period of ad- 
justment is particularly stressful for the re- 
tiree who needs the support of a good 
marital relationship. Attempts at usurping 
his wife's responsibilities expose the re- 
tiring person to his spouse's hostility at a 
time when his defenses may be weakened by 
role confusion and by the loss of social 
status. The difficulties of this period are 
especially acute for the military retiree 
who is seeking a totally new self expression. 


Counseling Problems 


Counseling services, although limited in 
scope, are available to some civilian re- 
tirees. However, industries employing large 
numbers of workers are avidly seeking a 
more meaningful psychological and socio- 
logical approach in counseling their retirees. 
Currently, information on finances, physical 
and mental health, use of leisure, and geo- 
graphical relocation is available at retire- 
ment. Even with its limited availability, 
this interest in the civilian retiree's future 
welfare tends to focus his attention toward 
planning for a meaningful retirement. 

The military retiree has no counseling 
either verbal or written except in the area 
of financial benefits. One reason for this 
lack of information is that, until recently, 
the military's attention has not been drawn 
to the adjustment problems of the retiree 
before and after retirement. The retiree 
often makes his own plans. Employment 
and relocation are the main foci of his 
planning and the lack of counseling may 
allow him to assume that no particular 
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social or personal difficulties are anticipated 
for him. 


Comment 


In psychiatry, prevention of mental ill- 
ness has only recently gained impetus. Un- 
like other areas of medicine where clear 
cut disease entities can be isolated and 
studied, in mental hygiene difficulty arises 
because causality and precursors of signs 
and symptoms of emotional illness have 
not yet been thoroughly identified. Social 
parameters and their relationship to indi- 
vidual stress have not been defined in many 
areas of social interaction, which further 
complicates preventative measures. Com- 
munity psychiatry, the field which has been 
implementing mental hygiene principles 
into programs of mental health, now real- 
izes that to be truly effective, sociological 
and medical principles must be applied to 
any intervention techniques. We feel that 
the military retiree represents a relatively 
homogeneous subculture. The study of 
that subculture could cut across sociological 
and medical lines, and thus permit applica- 
tion of sociological techniques to a mental 
health model and implement a truly pre- 
ventive hygiene movement. Seldom do we 
find such a large group of people with 
similar life histories and subculture to 
study social and personal conflict as we do 
with the military retirees. We may be 
able to clarify general trends in the civilian 
and military retirees by contrasting the 
attitudes and role changes in the two 
groups, thereby anticipating individual 
difficulties. 


Summary 


This paper attempts to highlight areas 
of conflict for retiring civilian and military 
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personnel. Comparing the military and 
civilian retirees, the former is considered 
unemployed. Differences in interpersonal, 
social and financial stresses are discussed, 
pointing out varying intensities of prob- 
lems mutually experienced by the civilian 
and military retiree. The reasons for the 
need for further studies in retirement con- 
flicts are discussed. 
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Points of View 


Sven Lundstedt. Ph.D. 


Conílict Management: 
Preeminent Challenge 


Primary Elements in Social Conflicts 


Social conflict cannot be understood with- 
out reference to the existence of at least 
two or more parties which may be individ- 
uals or, in a corporate sense, groups and or- 
ganizations. 

Conflicts can also exist within a person 
as conflicts of psychological motives and 
attitudes, including the behavior of the 
conscience. Individuals may be in conflict 
with themselves, but such a "personal" form 
of conflict usually arises with reference to 
a specific relationship with an external per- 
son or object. Conflicts of a personal na- 
ture are very often a significant event in 
social organizations. Moral conflict (con- 
science) or conflicts of thought and purpose 
will affect, often deeply, the outcome of 
social conflicts. 


The Arena of Conflict 


Kenneth Boulding! describes two ele- 
mentary kinds of social acts which occur in 


any engagement with an adversary. They 
$$ — 
Dr. Lundstedt is Professor of Public Administra- 


tion and Social Psychology in the College of Ad- 
ministrative Science at Ohio State University, 1775 
South College Road, Columbus, Ohio 43210. This 
article is adapted from one which appeared in the 
Bulletin of Business Research, January 1969. 
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are called conflict moves and trading moves 
respectively. Successful trading results in 
both parties gaining something. Conflict 
results in gains for at least one party and 
some losses for the other. Occasionally 
both lose. Mutual loss is a special outcome 
of conflict behavior in which neither party 
may have full control over a final outcome. 
Conflict always has a “win-lose” quality. 

Fortunately, all conflicts are not irretriev- 
ably hopeless. Often they are changed into 
trading by such compromises as bribes and 
side payments. Negotiation and bargain- 
ing, strictly speaking, is a procedure by 
which a particular conflict field is explored 
to find the best available trading moves. 
But as soon as all available trading moves in 
à particular field of conflict are exhausted, 
the parties are left with an “irreducible 
minimum" of conflict. If the leftover con- 
flicts are unimportant to the further sur- 
vival of either party, each may lose interest. 
If the remaining conflicts are serious 
enough, the relationship between the two 
can become a crisis and deadlock. New 
methods of conflict management are then 
imperative, The "relevant states,” or value 
systems, in the conflict field have to be re- 
examined to find ways to break the dead- 
lock. But this analysis so far is still not 
enough. 


MENTAL HYGIENE 


POINTS OF VIEW 


Attitudes and Motivation 


Two psychological dimensions are also 
necessary to a further understanding of so- 
cial conflict. Social attitudes is one and 
motivation the other. If we should ask 
why conflict and trading occur, other con- 
cepts would be required to help explain 
the source of action. Conflict and trading 
are motivated behaviors. The final objec- 
tive of all motivated behavior in people 
(barring exceptional cases) is psychological 
and physical survival and the maintenance 
of optimum conditions for continuing 
growth. 

All conflict and trading behavior can be 
said to be motivated by reward or punish- 
ment. Experimental research and common 
sense overwhelmingly support the interpre- 
tation that people are attracted by the 
promise of pleasure and the reduction of 
pain. On the other hand, pain irritates, 
angers, and then repels or provokes attack. 
But conflict and trading are also motivated 
by reasoning and reasoned choices among 
alternatives, especially in the selection of 
avenues for achieving personal or group 
goals which appear rewarding. 


People, groups, or organizations 
can hardly be expected fo bar- 
gain rationally even in their own 
interests in the face of hostile 
attitudes, mistrust, and anger 
that are aroused by mutual pun- 
ishment. 


Memory and Anticipation 


We think about social relations not only 
in terms of anticipated future but also in 
terms of immediate and past memory (both 
emotional and intellectual) of earlier pleas- 
ure or pain. Conflict and trading behavior 
no doubt reflect the influence of long- and 
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short-term memories to a far greater extent 
than we may know at present. As for plans 
and anticipation, it is fair to say that most 
people regard the future in terms of a 
subjective probability wherein either win- 
ning or losing in a conflict is expressed 
along a scale of values in which long- and 
short-term memories of former reward and 
punishment play an important part. To 
argue that people, and ultimately groups 
and organizations, do not use reason in 
an effort to ensure for themselves and 
their groups a maximization of gains over 
losses is certainly a non sequitur. It is 
hardly logical to think that most sensible 
people are indifferent to their relative 
chances for survival. 

Only when minimal human requirements 
for survival have been met can generosity 
and cooperation begin to take on concrete 
meaning. Paradoxically, though, under 
some conditions people may be able to ex- 
press these sentiments even when deep dis- 
satisfaction and personal suffering are evi- 
dent. People can express humane, social 
wants and sentiments even under duress 
provided, of course, that too much duress 
does not exist. 

Generosity also leads to reciprocity. 
George Homans? tells us that human social 
exchanges are a form of “economic” reci- 
procity. 

Reward and punishment also markedly 
affect intellectual commitment. In trading, 
when one is consistently rewarded, thoughts 
about one’s adversary should tend to be- 
come favorable. When two or more parties 
continue to be mutually rewarded the re- 
lationship between them eventually should 
improve. 


Attitudes 


When we think, feel, and prepare to act 
toward some one or some thing we are said 
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to have an attitude toward it. "These three 
elements form the structure of a single at- 
titude, and, thus, an aspect of our psycho- 
logical posture. Thought, feeling, and a 
readiness to act are obviously of great im- 
portance in understanding conflict and 
trading behavior, and ultimately conflict 
management. In fact, we know a great 
deal when we know the true attitudes of 
another, and, accordingly, we can plan 
better by anticipating his intended strat- 
egies. 

On the basis of this we can examine com- 
mon mistakes and methods of confronta- 
tion. 


Two Methods of Confrontation 


1. Dueling. This method of confronta- 
tion has been inherent in generalized con- 
flict, such as total war, where adversaries 
may lose heavily. The inevitable “win- 
lose” quality that arises in total war traps 
contenders in cycles of behavior that can 
lead to mutual destruction, Naturally, 
since each will work only in terms of his 
own self-interest and survival to the exclu- 
sion of the other, each may become irre- 
vocably trapped within this behavior pat- 
tern. It is this particular blind alley that 
so decidedly helps to shape the final out- 
come of such conflict and sets narrow limits 
upon the opportunities that may become 
available for its resolution. People, groups, 
or organizations can hardly be expected to 
bargain rationally even in their own in- 
terests in the face of hostile attitudes, mis- 
trust, and anger that are aroused by mu- 
tual punishment. Indeed the dilemma is a 
form of “conflict trap” often with no visible 
way out. For example, hostile duelers 
often cannot abandon a pattern for fear of 
loss of face, status, or property. 

Paradoxically, a limited war may repre- 
sent only a slightly improved form of con- 
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flict management. True, it is quantitative 
deescalation, but it is not a qualitative de- 
escalation as a rule. 

The psychological limitations of this 
method of social problem solving are 
qualitatively the same as those in total war. 
Threats to survival inevitably force con- 
tending parties to adopt the inexorable 
logic of defense and offense. The locked-in 
quality of the “win-lose” frame of mind 
strangles efforts to find avenues for pro- 
ductive bargaining, and the cycle of duel- 
ing and mutual destruction remains €s- 
sentially unchanged. 

IL Mutual Problem-Solving. Modern 
so-called collective bargaining attempts to 
break a qualitative barrier in dueling be- 
havior because it reflects a change in at- 
titude and in the motivational bases for 
action. The legal requirement of nego- 
tiation in many modern conflicts has set 
the stage for mutual problem-solving lead- 
ing to intelligent trading behavior. The 
special conditions for such an outcome in- 
volve not only a conscious effort to aban- 
don open hostile dueling but the emergence 
of mutual trust. But we may ask, what 
in addition to mutual trust is the major 
difference between such problem-solving 
and the other patterns of conflict manage- 
ment? What can one expect to find in 
this pattern and not in the others? Ini- 
tially, the motivational basis of conflict 
management has changed from mutual 
punishment to mutual reward wherein the 
cultivation of positive attitudes toward one 
another is seen as valuable and necessary 
in its own right. 


Management of Threat and Anxiety 


Control of threat and of increased anxiety 
is an initial qualitative difference in mu- 
tual problem-solving. Anxiety has not al- 
ways been correctly interpreted. At times 
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it has been called an unnatural element in 
behavior, an interpretation formed no 
doubt from clinical observations of its dys- 
functional aspects and their effect upon 
personality. Such a limited interpretation 
has evidently narrowed its usefulness, for it 
fails to acknowledge the genuinely natural 
function of anxiety. 

In moderate quantities, anxiety is a very 
effective energizer and motivator. As it in- 
creases, however, it tends to destroy the 
capacity to reason efficiently and thereafter 
acts to inhibit flexible, creative thinking, 
replacing it with impulsive flight or fight 
behavior. 

This is why excessive threat is a potent 
negative force in conflict management, and 
may limit one's capacity to use effectively 
the bargaining strategies available. The in- 
discriminate use of threat is dangerous at 
best. There are many forms of it, and no 
matter how eloquently it is expressed, one 
can never be sure just how much anxiety 
and impulsive behavior a given form will 
produce in an adversary. 


eel 


Negotiation involving the core re- 
sources of a person, group, or or- 
ganization is less likely to result 
in fruitful trading behavior be- 
cause of its threatening nature. 
— ———————————— 


The alternative to threat of any kind 
is that form of behavior which succeeds in 
reducing anxiety by providing evidence of 
positive concern for the survival of one's 
adversary. 

Anxiety is a form of "noise" in human 
communication. In its loudest forms it 
will destroy listener and communicator ef- 
fectiveness, Since bargaining and trading 
depend upon good feedback they will be 
affected adversely by the loss of it caused by 
defenses against anxiety. This, of course, 
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eventually will leave only blind conflict and 
further dueling as an alternative form of 
exchange. 


Capacity for Taking Interpersonal 
Risks 


A second qualitative difference is a will- 
ingness to take risks with other people, 
which is a basic element in trust. Inter- 
personal risk ? is a formulation which argues 
that people will withhold or give away per- 
sonal influence and control over one an- 
other (share and exchange resources) only 
after an initial assessment by them of the 
amount of personal risk involved in such a 
relationship. The concept of interpersonal 
risk may be applied to the group or or- 
ganization one may represent. When the 
capacity to take interpersonal risks is in- 
hibited by too much anxiety, negotiation 
toward higher forms of agreement is cir- 
cumvented. 


Other Advances 


One advance is positive face-to-face con- 
frontation. Fruitful negotiation is impos- 
sible among human beings by remote 
control. People require the constant reas- 
surance of others’ intentions by personal 
contact. 

Dueling confrontations, unfortunately, 
are often not fruitful for the several reasons 
already given, They are familiar today as 
extremist responses to frustration on our 
campuses and in our communities. Even- 
tually, some form of rational bargaining 
and compromise is necessary among even 
the most hostile adversaries. 

Another advance is to establish a policy 
of improving trust by reducing threat and, 
subsequently, the inevitable human re- 
sponses of anxiety, frustration, hostility, 
and defensive behaviors of flight or fight 
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associated with threat and anxiety. A good 
treaty is one special form. Another is to 
examine freely and with candor mutual 
goals and all available paths to such goals. 
All parties require accurate information 
about areas of mutual gain and agree- 
ment, as well as areas of legitimate dif- 
ferences. Still another is deliberate dis- 
engagement from old patterns of language 
and thought. Language and other cultural 
patterns can be serious barriers to effective 
mutual problem-solving. 


A Final Step: Avoid the Most Valued 
Commodities 


The intellectual and material resources 
of any person, group, or organization are 
usually ranked in terms of their survival 
value. Accordingly, as one bargains with 
the most precious elements of any social 
system, the price of a trading exchange will 
naturally be higher than for less precious 
elements. A price may be too high to al- 
low trading if the things to be exchanged 
are too precious, At such a point normal 
further trading may become a threat and a 
conflict. To press one's advantage may con- 
vert a free exchange into a “win-lose” situa- 
tion. An adversary will, as we have seen, 
respond with defense or offense if his ca- 
pacity to survive is threatened. Negotia- 
tion involving the core resources of a per- 
son, group, or organization is less likely to 
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result in fruitful trading behavior because 
of its threatening nature. 

Should the strategy of conflict manage- 
ment one adopts initially begin at the 
periphery of a group’s valued resources? 
Our knowledge of human behavior sug- 
gests it might best begin there. Where one 
stops in trading and negotiation is a prag- 
matic matter guided by one’s awareness of 
natural human boundaries which eventu- 
ally become known. They have often been 
called “territorial imperatives” indicating 
that they are functional borders and fron- 
tiers which are there to assure survival. 
Consequently, empathy toward others is 
decidedly a cornerstone in negotiation and 
bargaining. 

The critical nature of modern social 
conflicts (war, race, labor-management, for 
example) in a densely populated, interde- 
pendent world requires a continuing re- 
assessment of conditions and needs and in- 
creased effort in the search for an improved 
method for effective conflict management. 
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LETTER FROM THE PRESIDENT 


On Helping The Disadvantaged 


On May 4, 1968, the Board of Directors 
of the National Association for Mental 
Health adopted a statement of policy with 
respect to the Association's activity in be- 
half of the disadvantaged. In brief, it com- 
mitted the Association to giving special 
emphasis to the needs of the poor and other 
disadvantaged in all program areas. 

It is obvious that it is considerably easier 
to adopt such a policy than to implement 
it. A number of reasons are apparent: 

Most people don't know how to help 
those who are different from themselves. 
No white person in the United States has 
known the effect of discrimination because 
of skin color. In the same manner, affluent 
people, of whatever color, don't know or 
forget if they once knew, what it is to be 
poor. Thus, for one or both reasons, many 
well-meant efforts to help fail because the 
help was of little or no real benefit to the 
person helped. 'Too, the problem of pov- 
erty is so deep and complex that it some- 
times seems completely hopeless—as if the 
problem of mental illness were not bad 
enough in the first place. 

There is a tendency to confuse the aims 
of help—to try to make other people over 
in one's own image. There is no reason 
that an Indian or Mexican-American or 
Negro should give up his culture and take 
on the trappings of white middle class 
America in order to be rescued from pov- 
erty or discrimination. Yet, too often, ef- 
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forts at assistance are directed in this man- 
ner. 

Such things can be overcome; but, there 
are other, more disturbing impediments. 

Too often the helpers are patronizing— 
they make the person being helped so 
aware that he is being helped that he is 
held down or turned away by the very pro- 
cess of being helped; or proprietary—the 
helpers seek to own the people they are 
supposed to help. 

Some people want to help others as a 
generalized group at a distance, yet are 
embarrassed or bothered by, or balk at, 
dealing specifically with individuals from 
that group. 

Finally, there are those who climb on 
the bandwagon without ever intending to 
do much or keep finding new bandwagons. 
And, unhappily, there are those who either 
moralistically or selfishly don’t want to see 
change. 

These things are not limited to the men- 
tal health association. But they can defeat 
our expressed desire to give special help 
to the disadvantaged—and they can defeat 
us in achieving our broader goals with re- 
spect to mental illness. Nor is there any 
certainty that they will be overcome. It 
remains for each individual, and the group 
of which he is a part, consciously and de- 
liberately to see to this. 

Among the items enumerated in the 
Board’s statement was a call for the presi- 
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dent to assemble a committee of advisors 
from among those most knowledgeable and 
involved in the areas of poverty and disad- 
vantage to advise on implementation of the 
policy. This has been done. 

'The committee has proposed that, by 
appropriate by-law changes, at least 20% 
of all boards and communities of the Asso- 
ciation, at all levels, be economically dis- 
advantaged persons or members of minority 


POINTS OF VIEW 


groups. It is anticipated that this recom- 
mendation will be submitted to the mem- 
bership at the Association’s Annual Meet- 
ing in November, 1970. 

Whether or not the proposal, as pre- 
sented, or in some modified form, is 
adopted, or is an appropriate means of 
implementation of the policy with respect 
to the disadvantaged, the policy itself and 
the commitment it contains will remain. 


JAMES E. CHAPMAN 


NAMH ANNUAL MEETING 


Focus—Prevention 
Los Angeles, November 16-21, 1970 


Opening session 5 pm Nov. 18 


Register through your 
MENTAL HEALTH ASSOCIATION 
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NAMH Position Statements on Family Life and Sex 


Education and Marriage Counselors 


The following position statements, written by the NAMH 
Professional Advisory Council, were adopted by the NAMH 
Board of Directors on June 20, 1970. 


FAMILY LIFE AND SEX EDUCATION 


The Mental health implications of fam- 
ily life and sex education programs are self 
evident. Examination of the current scene 
as it affects young people, parents and fam- 
ilies as well as the community at large, with 
all its attendant suffering, leaves little 
doubt about the need for responsible, rele- 
vant and effective education programs in 
family life and sex education. Indeed, it is 
one of the most practical mental health 
issues upon which a position can be taken. 
In supporting such, NAMH joins an im- 
pressive list of major educational, religious, 
medical and health organizations through- 
out the country who are endorsing respon- 
sible family life and sex education. 

The increasing controversy surrounding 
the introduction of family life and sex 
education programs in public schools has 
extended itself to a degree where it poses 
a serious threat to this essential aspect in 
the health education of children and young 
people. Responsible programs directed 
towards improving knowledge about this 
critical phase of human development as 
well as bettering understanding between 
young people and their peers, young people 
and adults, are being subjected to strong 
opposition stemming from a variety of 
sources, 

The primary source of family life and sex 
education should be in the home. For a 
variety of reasons, evidence indicates that 
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in many, if not most instances, children do 
not receive this type of essential informa- 
tion given in a comfortable, accurate and 
relevant form by their parents. Presenta- 
tion of this essential component of health 
education under public educational aus- 
pices requires especially the participation 
(i.e. sanction) of parents not only to en- 
dorse such programs, but also to share in 
the matter of material to be presented, 
when and how such will be carried out and 
who shall teach the matter. Family life and 
sex education programs without this essen- 
tial contribution of joint participation by 
parents and educators are subject to mis- 
understanding, suspicion, attack, and early 
failure. 

In addition to the parent role and ef- 
fective pedagogical techniques including 
special teachers, family life and sex infor- 
mation programs require the support of a 
variety of helping agencies and individuals. 
Mental health organizations with their 
awareness as to the importance of these 
matters have an unusual opportunity to 
support and aid in the direction of family 
life and sex education programs in cooper- 
ation with other appropriate groups. A 
considerable number of national, state and 
local organizations have developed pro- 
gram materials or actual programs which 
may be useful to local mental health asso- 
ciations in their role as a resource group 
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to a community's effort to develop an ap- 
propriate program in family life and sex 
education. 

It is recommended by the NAMH Pro- 
fessional Advisory Council that the local 
professional advisory committee of the 
mental health association be consulted 
when the Association considers program- 
ming in this field. 
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New Jersey Department of Education 
225 West State Street, Trenton, N.J. 08624 


Family Life and Sex Education Course Outlines 
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Anaheim Union High School District 

1765 West Cerritos Street 

Anaheim, California 92805 


American Medical Association 
535 North Dearborn Street, Chicago, Illinois 60610 


Family Service Association of America 
44 East 23rd Street, New York, N.Y. 10010 


Family Life Literature and Films—an annotated 
bibliography 

Minnesota Council on Family Relations 

1219 University Avenue, S.E., Minneapolis, Minne- 
sota 54414 


STATEMENT ON MARRIAGE COUNSELORS 


With the current state of knowledge, it 
is difficult to be definite as to the qualifica- 
tions for marriage counselors. Far more re- 
search is needed to learn what constitutes 
effective intervention and to identify what 
skills are necessary to that process. 

We do know that serious marital dis- 
harmony often gives rise to or is sympto- 
matic of significant emotional upset. This 
clearly indicates that the person providing 
formal marriage counseling should be re- 
lated to a broader system of mental health 
care. 

We are also strongly persuaded that it is 
premature to think of marriage counseling 
as a separate profession or discipline. The 
issue of whether a person is qualified to 
deal with the emotional crisis of marital 
discord begins with whether the person has 
been trained to intervene in emotional 
crises in the first place. One is not a mar- 
riage counselor per se. 

The qualifications for marriage counsel- 
ing, as currently described by the American 
Association of Marriage Counselors, seem to 
us to provide a reasonable test of whether 


a person might be equipped to provide 
marriage counseling. 'That organization 
holds that counselors should, in the first 
place, be fully qualified to practice the pro- 
fession in which they achieved their orig- 
inal graduate training. A minimum of a 
Master's degree in social work, an M.D., or 


Ph.D. in psychology, sociology or a closely ` 


related field, a B.D. or other recognized 
three-year graduate degree from a theolog- 
ical seminary is required. For such persons, 
an additional year of clinical internship 
followed by a period of three years of pro- 
fessional practice is recommended. 

For those wishing additional informa- 
tion, we attach a background paper used 
by the Professional Advisory Council in de- 
veloping this statement. (Available on re- 
quest) 

It is recommended by the NAMH Pro- 
fessional Advisory Council that the local 
professional advisory committee of the 
Mental Health Association be consulted 
when the Mental Health Association enters 
into discussion about the issue or into any 
form of local evaluation and action. 
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Book Reviews 


A Time to Heal: Corrective Socialization 
—A Treatment Approach to Childhood 
Schizophrenia 


By William Goldfarb, M.D., Ph.D., Irving 
Mintz, M.S.W. and Katherine W. Stroock, 
A.B. 


New York, International 
Press, 1969. 148 pp.; $5. 


Universities 


There are perhaps few areas of clinical con- 
cern that are more clouded by conflicting the- 
ories of etiology, course and treatment than 
that of childhood schizophrenia. Since 1953, the 
Ittleson Center for Child Research has been 
engaged in research and treatment of children 
designated as schizophrenic. In a Time to Heal, 
Dr. William Goldfarb, director of the Center, 
Irving Mintz and Katherine Stroock present 
their views on the educational correction of the 
functional deficits shown by these children. In 
their view, the objective of treatment is to stim- 
ulate the growth of absent or deficient function 
by constantly exposing the child to a series of 
sensitively handled experiences. The authors 
reject the view that "therapy" can be provided 
to the child once, twice or five times a week, 
in relatively brief encounters, and yet be effec- 
tive. Rather, their aim is to provide a total 
milieu where the child is responded to with 
an active remedial attitude and with corrective 
experiences. 

At the Center the children are treated by 
child care workers, teachers and their psychi- 
atrists. In the major portion of the book, the 
treatment approach of the Center is presented 
by providing case illustrations followed by com- 
ment on the significance of the interaction be- 
tween the worker and the child. 

I must admit that I approached this book 
with considerable bias, having been trained 
largely from a learning theory point of view, 
and finished by being rather impressed by the 
straightforward commonsensical approach of 
most of the treatment. 

For example, children who express fear of a 
counselor's departure are reassured and a child 
who is afraid of the fire in the boiler is told by 
her teacher, "Don't worry, I won't let the fire 
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hurt you", as she places herself between the fire 
and the child. 

These and other such examples of common 
sense handling of aberrant behavior are refresh- 
ing when compared with Melanie Kleinian 
psychoanalysis, but rather commonplace for 
anyone who has worked with experienced spe- 
cial educators or nursery school teachers. Yet 
the authors suggest that it is only by under- 
standing the psychoanalytic significance of the 
child’s problems that corrective socialization can 
occur. The girl who was afraid of the boiler 
is said in truth to identify the boiler symboli- 
cally as her father, (why not her mother?) and 
fears the fire because of the sexual excitement 
she feels towards him. In my view, such specu- 
lative interpretation may fortuitously, or not, 
result in the proper action being taken, but may 
also inhibit teachers from acting in a common 
sense, spontaneous and direct manner. 

As I read the psychoanalytic commentary I 
could not help thinking how easily the exam- 
ples of corrective socialization could be inter- 
preted equally with learning theory jargon. 
This, despite the author's criticism of "pro- 
grammed schedules of reinforcement". For ex- 
ample, "One must respond to "normal" com- 
munications with interest (reinforcement)*, 
whereas symbolic and illogical productions are 
to be met with indifference (non-reinforcement) 
and, eventually, the withdrawal of shared plea- 
sures (contingent consequences, punishment, 
etc.). With patience, and confidence in the right- 
ness of the procedure on the part of the thera- 
pist, even a very bizarre child can move toward 
a more logical verbal communication and 
toward more socially acceptable behavior". 

While I found many other little things in the 
book distracting, on the whole, it is worthwhile. 
Its lack of a statement of generalizable princi- 
ples for working with severely disturbed children 
will restrict its use for mental health profes- 
sionals. However, its presentation of sensitively 
and practically handled situations with the dis- 
turbed child, may prove interesting to nurses, 
child care workers and students of special edu- 
cation. 

MARTIN GITTELMAN, PH.D. 
New York, N.Y. 


* (The bracketed comments are my own.) 
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The Encyclopedia of Human Behavior: 
Psychology, Psychiatry, and Mental Health 


By Robert M. Goldenson, Ph.D. 


New York, Doubleday & Co., 1970. 1,472 
pb; $19.95. 


One of the notable gaps in the education of 
both the general educated public and the young- 
ster beginning to be interested in the behavioral 
sciences as a career, has been the lack of a com- 
prehensible introductory guide. Young people 
—among the most gifted, too—like to browse 
for a while in a field that has begun to interest 
them. Browsing in the field of human behavior, 
until one has achieved a certain level of sophis- 
tication, is a difficult undertaking. One may 
ingest a good deal of nettles, Jimson-weed and 
sundry other indigestibles as well as more solid 
fare. 

Now Dr. Goldenson comes along to remedy 
this situation and has succeeded beyond any 
reasonable expectation. Probably not since 
Tuke’s remarkable work of 70 or 80 years ago 
have we had anything quite like it. It is what the 
French would call a triumph of haute vulgari- 
sation. Here is a remarkably broad coverage of 
those areas of human behavior which preoccupy 
the behavioral scientist at the present time, 
presented in a pleasant and unobtrusive prose. 

The author has been kind enough to thank 
the reviewer for some tiny service he rendered 
during the book's gestation, but my gratitude 
does not, I think, sway me by itself in the direc- 
tion of approval. If I were looking at the arti- 
cles contained herein from the viewpoint of a 
professional, I am sure that I would fairly often 
find areas within my own competence, that are 
rendered as somewhat simpler than reality. 
However, if I put myself back in time to the 
period at which I was wondering about a carcer 
in psychiatry, these volumes would have been 
a remarkable pleasure to come upon. The 
reader whose needs lie in obtaining simple but 
accurate information about complex and jar- 
gon-filled subjects, has no better resource at his 
disposal. It is not, of course, by itself a major 
resource for the professional but I suspect that 
many of us will consult it surreptitiously in 
order to find out what on earth Time magazine 
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is talking about in its latest column on be- 
havior. It might keep us a step in advance of 
our increasingly well-informed patients. 

I am rather sure—this takes no great pro- 
phetic skill—that some professionals will review 
these volumes in a highly negative way; but 
they will miss the point. The point is that we 
have badly needed for a long time a good sum- 
mary of modern theory and practice suitable 
for the layman and the beginner. I think we 
have it now. I think most mental health asso- 
ciations would find this a useful addition to 
their libraries, So, too, would school libraries 
at every level. 


DONALD P. KENEFICK, M.D. 
Dean, New York School 
of Psychiatry 


Everything You Always Wanted To Know 
About Sex (but were afraid to ask) 


By David R. Reuben, M.D. 


New York, David McKay Co., Inc., 1969. 
342 pp.; $6.95. 


It had to happen sooner or later, the Every- 
man's Guide to Sex. Perhaps only a California 
psychiatrist could have produced this highly 
readable, entertaining volume that tells you 
everything you would want to know and more. 

The author has a non-judgmental, folksy ap- 
proach to every conceivable (no pun intended) 
problem, although he does reserve the usual 
psychoanalytic “sick” label for homosexuals and 
will undoubtedly be on the Gay Liberation 
blacklist for some time to come. 

It's possible to quibble over a few facts, and 
many reviewers have, especially in the area of 
homosexuality. But, much of the information 
is sound, If the basic information could only 
be relayed to those who so bitterly oppose sex 
education, Dr. Reuben will have performed a 
lasting service. 


JOHN DORAN, M.A. 
Philadelphia, Pa. 
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BOOKS RECEIVED 


Because of space and time limitations, we cannot review all the books we receive. The listing 
of such books in this column must be considered acknowledgment of the receipt of the volumes 
indicated. As space, time and subject matter permit, we will publish full-dress reviews of the 
more significant books on the areas of interest of our readers. 


BEHAVIORISM. By John B. Watson. New York, 
W. W. Norton & Co., Inc, 1970. 308 pp.; $1.95, 
paperback. Yes, this is the classic work, now in a 
handy paperback edition. 


CHANGING HOMOSEXUALITY IN THE MALE, By Law- 
rence J. Hatterer, M.D. McGraw-Hill Book Co., 
1970. 492 pp.; $15. Case histories, transcripts of ther- 
apy sessions and explanations of treatment methods 
make up this book. Dr. Hatterer draws on expe- 
rience in treating more than two hundred homosex- 
uals over the last seventeen years. 


CLIENTS OR consTITUENTS. By Neil Gilbert, Ph.D. 
San Francisco, Jossey-Bass, Inc., 1970. 192 pp.; $7.75. 
The author analyzes an anti-poverty program in 
Pittsburgh to determine the dynamics involved in 
increasing the influence of poor people upon the in- 
stitutions that serve them. 


THE COMMON BASE OF SOCIAL WORK PRACTICE. By 
Harriett M. Bartlett, with the assistance of Beatrice 
N. Saunders. New York, National Association of 
Social Workers, 1970. 224 pp.; $4, paperback. This 
is an overview of social workers’ ways of thinking 
about their practice. 


THE DESIGN WITHIN: PSYCHOANALYTIC APPROACHES TO 

SHAKESPEARE. By M. D. Faber. New York, Science 

House, 1970. 551 pp.; $13.50. The author has gath- 

ered essays on the psychology of Shakespeare's works 

“om by Freud) and added his own evaluations of 
em, 


DYNAMIC PSYCHIATRY IN SIMPLE TERMS. By Robert R. 
Mezer, M.D. New York, Springer Publishing Co., 
Inc, 1970. 179 pp; $3.50, paperback. Readable 
textbook, now in its fourth edition, revised to re- 
flect the changes in nomenclature of the Diagnostic 
and Statistical Manual of Mental Disorders. 


EXPERIENCING YOUTH: FIRST PERSON ACCOUNTS. By 
George W, Goethals and Dennis S. Klos, Boston, 
Little, Brown and Co, 1970. 399 pp. paperback. 
This book presents cases, written by young people, 
that illustrate aspects of the psychology of adoles- 
cence. 


HEALTH IN THE MEXICAN-AMERICAN CULTURE. By 
Margaret Clark. Berkeley, University of California 
Press, 1970. 253 pp.; $2.45, paperback. Even though 
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it is a second edition of a study first published ten 
years ago, the problems of health care have not 
changed much. 


HELP ME! By Lu Etta C. Al-Saadi, M.S.W. and 
Dorothy Goos, M.S.W. Kaukana, Wisconsin, Thomas 
Publications Ltd., 1970. 383 pp.; $18.75. Group 
living therapy approach to helping adolescents. 
HOW TO LIVE WITH YOUR SPECIAL CHILD. By George 
von Hilsheimer. Washington, D.C., 1970. 272 pp. 
$7.50. Using behavior therapy, Rev. von Hilsheimer 
has set up a residential school for difficult children. 
He discusses his theories of education and admin- 
istration. 

INCENTIVES TO work. By David Macarov, Ph.D. San 
Francisco, Jossey-Bass, Inc., 1970. 253 pp.: $8.75. 
Why has the richest country in the world been un- 
able to wipe out poverty? The author suggests that 
it is our fear that providing the poor with a decent 
living will ruin their incentive to work, thereby 
allowing them to do what many of the nonpoor 
secretly wish to do—live a life of leisure. Dr. 
Macarov examines the American attitude toward 
work and disproves the theory that men will stop 
working if given unearned income. 

NEW UNDERSTANDINGS OF HUMAN BEHAVIOR. Edited 
by Harold D. Werner, M.S.W. New York, Associa- 
tion Press, 1970. 286 pp.; $7.95. Billed as a “frontal 
attack on the Freudian and neo-Freudian Establish- 
ment”, this is a collection of articles from profes- 
sional journals that span the period 1960-68, 
PET-ORIENTED CHILD PSYCHOTHERAPY. By Boris M. 
Levinson, Ph.D. Springfield, Illinois, Charles C 
Thomas, 1969. 202 pp; $9.75. Even those who 
aren't interested in the use of pets with emotionally 
disturbed children will enjoy reading about the psy- 
chology of animals and of man's involvement with 
them. 

THE PREVENTION OF DRINKING PROBLEMS. By Rupert 
Wilkinson. New York, Oxford University Press, 1970. 
301 pp.; $10. This book grew out of the work of the 
Cooperative Commission on the Study of Alcoholism. 
It outlines methods to influence the “climate” of 
drinking, which, Wilkinson believes, is a powerful 
factor behind problem drinking. 
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the Committee on International Relations, Group 
for the Advancement of Psychiatry. New York. GAP 
Publication No. 74, 1969. 25 pp.; $1. Outlines basic 
considerations that a psychiatrist must take into 
account when he becomes involved in public issues, 
both personally and professionally. 


THE PSYCHOLOGICAL ASSESSMENT OF CHILDREN. By 
James O. Palmer, Ph.D. New York, John Wiley & 
Sons, Inc, 1970. 475 pp; $12.50. Textbook for 
the clinician. 

PSYCHOTHERAPY AND THE DUAL RESEARCH TRADITION. 


Formulated by the Committee on "Therapy, Group 
for the Advancement of Psychiatry New York, 


FILM REVIEWS 


GAP Publication No. 73. Examines the conflicts 
that arise within the field of research. 
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Rubin, Ph.D. and Lester A. Kirkendall, Ph.D. New 
York, Association Press, $4.95. A collection of articles 
on all aspects of sex education for children. Written 
for parents, teachers and counselors. 


TWO CHILDREN BY CHOICE: The Why and How of the 
Two Child Family. Isadore Rossman, M.D. New 
York, Parents’ Magazine Press, 1970. 151 pp.; $3.95. 
In praise of voluntary family planning, this book 
discusses all aspects of the decision to limit one's 
family. 


Film Reviews 


Hospital (90 min., black and white, 1969) Pro- 
duced by Frederick Wiseman. Distributed by 
Osti Films, 264 Third, Cambridge, Massachu- 
setts 02142. 


A documentary look at New York's Metro- 
politan Hospital becomes a commentary on 
some of the overpowering problems of society 
in Frederick Wiseman's latest film “Hospital”. 
No commentator breaks the reality of the mis- 
ery, fear and worry that weigh on the patients 
and staff; the only sounds are those recorded 
live by microphones at the scene. 

Although filmed at a general hospital and 
depicting the problems and frustrations of gen- 
eral medical care to the poor, aged and others 
rejected by society, it goes much deeper than a 
mere comment on delivery of health services. 
It gives a penetrating view of many of society's 
wrongs. It vividly presents a society that forces 
a man to fear for his unattended children rather 
than for his health, a society that can find no 
place for a neglected child who has been left 
to the care of an alcoholic grandmother, a so- 
ciety that cannot provide welfare for a young, 
schizophrenic homosexual in order that he 
might financially afford to give up prostitution. 

If Wiseman is cruel to society, he is the oppo- 
site to the medical professionals. He shows 
them as efficient and sensitive workers being 
forced to work under unbelievable conditions 
and make decisions no human being should be 
called upon to make. 

"Hospital" has been shown on educational 


television for general audience viewing. It 
could also be shown to specific audiences to 
sensitize them to the problems in delivering 
health services to the poor, on the one hand, 
and the problems of society that must be cor- 
rected before all citizens are allowed the right 
to good health, on the other. 


Boys in Conflict (72 min., black and white, 
1969) Produced by Dr. Edward A. Mason, De- 
partment of Psychiatry, Harvard Medical school. 
Distributed by Center for Mass Communication 
of Columbia University Press, 440 West 110th 
Street, New York, N.Y. 10025. 


Camp Wediko in New Hampshire provides 
a unique living and learning experience for 
emotionally disturbed boys. "This film was shot 
at the camp during a seven-week period and 
shows the development of both campers and 
counselors during that time, The main focus 
is on one counselor, Steve, and his cabin of 
nine boys. As the campers follow Steve, the 
viewers experience a “working through” of 
problems as they arise, Steve discusses many of 
his actions with other counselors and with pro- 
fessional staff in an attempt to understand the 
boys he is working with and to better under 
stand himself. 

The film is an excellent training film for 
staff working with emotionally disturbed chil- 
dren. It does not attempt to provide a docu- 
mentation of an ideal treatment milieu; rather, 
it is one interesting and provocative glimpse of 
one means of treatment. 


Pam Wilson, M.A- 
Washington, D.C. 
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said Michael to his counselor. But Mike's a lucky. kid, 
even though he has a serious emotional problem, He sees 


a counselor. Most kids like Michael don't 
Children have long been the neglected group in the 


development of services and facilities for the mentally ill. We 
know there are more kids suffering from severe mental illness 


than current resources can possibly care for. They're disturbed 
and ill — and all.too often forgotten, Not by us. We remember. s 
We believe their future will be.better because we remember 
We hope you'll remember too 


Support your mental health association 
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